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ABSTRACT 

 

KAREN BELL 

 

EXAMINING THE EFFECTIVENESS OF GATEKEEPER TRAINING 

IN SUICIDE PREVENTION 

 

MAY 2015 

 

 Mental health problems are a growing concern for a variety of stakeholders on 

college campuses as untreated mental health concerns contribute to a variety of issues 

that can negatively impact the campus community.  Suicide on college campuses is also a 

national concern that has drawn attention from a variety of outlets, including the media 

and federal government.  National statistics indicate that suicide is the third leading cause 

of death in adolescents aged 10 to 19 years old and the second leading cause of death 

among college and university students.  Identification of suicidal individuals through 

gatekeeper training has been shown to be a promising approach to suicide prevention, 

particularly on college campuses.  The purpose of this study was to examine the self-

efficacy of those who participated in a suicide prevention gatekeeper training program at 

a college campus.  This study involved a secondary analysis of gatekeeper trainings.  The 

participants for this study were a convenience sample of undergraduate students (aged 18 

and older), faculty, and staff who participated in a certified, 90-minute gatekeeper 

training known as Question, Persuade, Refer (QPR).  The final sample consisted of 413 

participants who completed matched pre- and post-training surveys as well as a three-

month follow-up survey.  Two repeated measures multivariate analysis of variance 
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analyses (MANOVA) were used to measure any change from pre-, post- and three-month 

follow-up surveys as well as the perceived self-efficacy and likelihood to intervene 

scales.  Qualitative data analysis was used to examine the written responses to the open-ended 

questions from the three-month follow-up instrument.  Results from this mix-method study 

revealed that overall, the QPR training increased participants’ self-efficacy in helping a 

suicidal person; and three months after the training session, roughly one-third of the 

participants reported applying what they learned about suicide prevention.  In the three-

month follow-up instrument, 391 (94.67%) participants responded that they could 

identify suicidal warning signs.  Additionally, 389 (94.19%) participants were able to 

report various methods for intervening with a suicidal person.  Results from the study 

exposed the decline in gatekeeper skills and self-efficacy of participants from post-

intervention to three-month follow-up.  The study contributes to the body of knowledge 

in the area of suicide prevention because it provides relevant information about the 

effectiveness of gatekeeper training in increasing individuals’ self-efficacy for 

intervening with suicidal individuals.  This study also addresses the unique position of 

health educators to lead and expand efforts in suicide prevention by using their unique 

skill set as defined by the National Commission for Health Education Credentialing, Inc.    

 

 

 

 

 



ix 
 

 
 

TABLE OF CONTENTS 

 

                                                                                                                                 Page 

  

DEDICATION  ........................................................................................................... iii 

 

ACKNOWLEDGEMENTS ........................................................................................ iv 

 

ABSTRACT ............................................................................................................... vii 

 

LIST OF TABLES .................................................................................................... xiv 

 

LIST OF FIGURES ................................................................................................... xv 

 

Chapter  

 

I. INTRODUCTION ................................................................................................. 1 

 

Purpose of the Study .............................................................................................. 5 

Hypothesis.............................................................................................................. 6 

Research Questions ................................................................................................ 6 

Delimitations .......................................................................................................... 6 

Limitations ............................................................................................................. 6 

Assumptions ........................................................................................................... 7 

Definitions.............................................................................................................. 7 

Importance of the Study ......................................................................................... 8 

 

II. REVIEW OF LITERATURE .............................................................................. 10 

 

Scope of the Problem ........................................................................................... 10 

Risk Factors and Protective Factors ..................................................................... 14 

Suicide Prevention Efforts on College Campuses ............................................... 19 

           Increase Help-Seeking Behavior ............................................................... 24 

           Provide Mental Health Services................................................................ 25 

           Follow Crisis Management Procedures .................................................... 26 

           Restrict Access to Potentially Lethal Means ............................................ 28 

           Develop Life Skills ................................................................................... 29 

           Promote Social Networks ......................................................................... 31 

           Identify Students at Risk ........................................................................... 34 

Overview of Gatekeeper Trainings  ..................................................................... 35 



x 
 

           History of Gatekeeper Trainings ............................................................... 37 

           QPR ........................................................................................................... 40 

           Evaluating Gatekeeper Programs .............................................................. 43 

Theoretical Foundation ........................................................................................ 46 

           Self-Efficacy ............................................................................................. 47 

           Outcome Expectations .............................................................................. 50 

           Observational Learning ............................................................................. 51 

Summary .............................................................................................................. 53 

 

III. METHODOLOGY .............................................................................................. 55 

 

Population and Sample ........................................................................................ 55 

Human Participation Protection ........................................................................... 55 

Data Collection Procedures .................................................................................. 56 

           Instruments ................................................................................................ 56 

                     Pre-Test ........................................................................................... 58 

                     Post-Test ......................................................................................... 58 

                     Three-Month Follow-Up ................................................................. 58 

           Data Analysis ............................................................................................ 59 

                     Qualitative Data Analysis ............................................................... 59 

Summary .............................................................................................................. 61 

 

IV. RESULTS ............................................................................................................ 62 

 

Description of the Sample .................................................................................... 63 

Quantitative Results ............................................................................................. 64 

           Preliminary Results ................................................................................... 64 

           Primary Results for Hypothesis and Research Question One ................... 65 

                     Results for Suicide Prevention Scales............................................. 66 

                     Results of Individual Items ............................................................. 67 

                     Main Effect of Measure and Interaction  ........................................ 68 

                           Pre-Intervention  ....................................................................... 68 

                           Post-Intervention ....................................................................... 69 

                           Three-Month Follow-Up ........................................................... 71            

           Main Effect of Time.................................................................................. 72 

Qualitative Results ............................................................................................... 74 

           Detection of Suicidal Warning Signs ........................................................ 74 

           Intervening with Suicidal Individuals ....................................................... 77 

           Research Question Two: Use of Gatekeeper Training ............................. 79 

Summary .............................................................................................................. 83 

 

V. CONCLUSIONS AND RECOMMENDATIONS .............................................. 85 



xi 
 

 

Conclusions .......................................................................................................... 86 

           Hypothesis................................................................................................. 86 

           Research Question One: Participant’s Self-Efficacy Regarding  

           Intervening  ............................................................................................... 87 

           Research Question Two: Use of Information Obtained in QPR ............... 87 

           Discussion ................................................................................................. 88 

Implications for Suicide Prevention on College Campuses  ................................ 90 

           Social Ecological Perspective ................................................................... 90 

                     Intrapersonal Factors ....................................................................... 91 

                     Interpersonal Factors ....................................................................... 92 

                     Institutional Factors ........................................................................ 93 

                     Community Factors ......................................................................... 93 

                     Public Policy/Societal Factors ........................................................ 94 

           Implications for Health Education ............................................................ 95 

                     Responsibilities and Competencies for Health Educators .............. 96 

                           Area I: Assess Needs, Assets, and Capacity for Health  

                           Education .................................................................................. 97 

                           Area II: Plan Health Education and Area III: Implement 

                           Health Education ....................................................................... 98 

                           Area IV: Conduct Evaluation and Research Related to  

                           Health Education ....................................................................... 99 

                           Area V: Administer and Manage Health Education ............... 100 

                           Area VI: Serve as a Health Education Resource Person  

                           and Area VII: Communicate and Advocate for Health  

                           and Health Education .............................................................. 100 

           Guiding Principles for Health Promotion in Higher Education .............. 103 

Limitations ......................................................................................................... 105 

Recommendations .............................................................................................. 106 

           Aim Trainings for Specific Audiences ................................................... 106 

                     Friends and Family of College-Aged Students ............................. 106 

                     Those Who Support Student Veterans .......................................... 107 

                     Faculty and Staff Members ........................................................... 108 

           Discover Additional Opportunities to Expand Evaluation Efforts  

           of the program ......................................................................................... 109 

           Investigate the Factors Contributing to Diminished Competence  

           and Confidence in Gatekeeper Skills ...................................................... 109 

           Create Opportunities for Gatekeeper Continuing Education .................. 111 

           Provide Holistic Programming ............................................................... 113 

Summary ............................................................................................................ 114 

 

REFERENCES .................................................................................................. 116 



xii 
 

 

APPENDICES 

 

A. Letter of Agreement ..................................................................................... 133 

B. TWU Institutional Review Board Letter ...................................................... 135 

C. Study Instruments ........................................................................................ 137 

D. Dataset Tables .............................................................................................. 149 

E. University of Arizona Case Study Examples............................................... 159 

                      



xiv 

 

 

 

LIST OF TABLES  

 

Table                    Page 

4.10.  Suicidal Warning Signs Themes ...................................................................... 76 

4.11.  Examples of How to Intervene ........................................................................ 77 

4.12.  Use of Gatekeeper Training ............................................................................. 80 

5.13.  Hypothesis, Research Questions and Findings ................................................ 88 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



xv 
 

 

LIST OF FIGURES  

Figure                    Page  

1. The Jed Foundation/Suicide Prevention Resource Center                  

Comprehensive Approach to Suicide Prevention and Mental                          

Health Promotion ........................................................................................... 24 

2. Mean Measure Score Over Time ................................................................... 67 

3. Mean Item Score Over Time.......................................................................... 71 

4. Social Ecological Model of Suicide Prevention.  Adapted from                      

Jodoin & Robertson (2013) ............................................................................ 91 

5. Responsibilities for Health Educators.  Adapted from the NCHEC 

Responsibilities and Competencies for Health Education                          

Specialists (2010) ........................................................................................... 96 

 

 

 

 

 

 

 

 

 



 

1 
 

 

 

CHAPTER I 

 

INTRODUCTION 

Mental health problems are a growing concern for a variety of stakeholders on 

college campuses, including campus administrators, counseling center and student life 

personnel as well as students and faculty.  Untreated mental health concerns contribute to 

a variety of issues that can impact the campus community.  For instance, the American 

Psychological Association ([APA], 2014) suggested that students with untreated mental 

health concerns have the potential to impact retention rates and the classroom and 

residential environment with disruptive behavior.  Colleges are experiencing an increased 

rate of incoming students with a history of mental health illness; additionally, the college 

years are often a time period when mental health diagnoses most frequently occur 

(Mitchell, Kader, Haggerty, Bakhari, & Warren, 2013).  Mental health disorders are a 

leading contributor of illness among this age group (Whitehill, Brockman, & Moreno, 

2013).  Common mental health disorders seen on college campuses include depression, 

anxiety, alcohol abuse, eating disorders, self-injury, and suicidal ideation (APA, 2014).  

Untreated mental illness can have a negative impact in the academic and personal lives of 

college students (Hunt & Eisenberg, 2010; Kitzrow, 2009).  Furthermore, untreated 

mental disorders may lead to suicide.  For example, the relationship between depression 

and suicide has been identified as a significant risk factor for suicide in various studies 

(Garlow et al., 2008; Hawton, Casañas i Comabella, Haw, & Saunders, 2013).   Suicide 
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on college campuses is also a national concern that has drawn attention from a variety of 

outlets, including the media and federal government.   National statistics indicate that 

suicide is the third leading cause of death in adolescents aged 10 to 19 years old 

(Tompkins, Witt, & Abraibesh, 2010) and the second leading cause of death among 

college and university students (Taub & Thompson, 2013).  Furthermore, suicide is a 

leading cause of hospitalizations for college students.  Data from a survey of college 

counseling center directors revealed that more than 3,700 students were hospitalized in 

2010 for suicide threats and other mental health issues (Munsey, 2013).  The aftermath of 

suicide can have lasting effects on members of the college community.  However, suicide 

is preventable (Taub & Robertson, 2013); and prevention can begin by educating the 

community about various risk factors and protective factors for suicide.    

Discussion has been raised regarding the responsibility of universities in 

addressing suicide and helping to prevent this type of tragic death.  According to the the 

Jed Foundation and the Education Development Center [EDC] (2011), there are several 

key services that colleges should provide students in an effort to prevent suicide.  These 

essential services include the provision of an on-site counseling center; campus-based 

screenings for depression, anxiety, and suicidal behavior; and broad-based educational 

programs and emergency services (The Jed Foundation & EDC, 2011).  Similar to 

college health centers, counseling centers provide a critical service to students who may 

be experiencing a mental health issue.  In fact, the emotional well-being of a student is 

connected not only with a person’s ability to flourish, but also to do well academically 
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(Kadison & DiGeronimo, 2004).  While most students do not engage in counseling to 

assist with academic performance and retention, 58% of former counseling center clients 

indicated that counseling helped them stay in school (Gallagher, 2012).   In addition to 

direct client care, counseling centers also provide an essential service by providing 

outreach programs and mental health screenings for the campus community.    

Nevertheless, studies have shown that in college settings, students who die by 

suicide are rarely treated in the student counseling center (Quinett, 2007).  Thus, 

screenings are an effective way to reach students who might not otherwise come to a 

counseling center.  For example, the National College Depression Partnership (NCDP) is 

a program that began in 2006 with the goal of improving identification and treatment of 

students who screen positive for depression.  The NCDP has been implemented in 42 

colleges across the country since 2006.  As a result, over 150,000 students have been 

screened for depression; and 95% of those students initiated treatment within four weeks 

of being screened (New York University, 2014).   

It is the goal of all academic institutions to educate the students they serve, and 

positive learning experiences should extend beyond the academic classrooms.  Thus, 

providing educational opportunities for students to learn more about mental health-related 

concerns is another key service of colleges and universities.  According to information 

provided by the National Survey of College Counseling, 55% of surveyed campuses 

provide campus-wide educational programs for students; and these programs are 

considered to be essential for addressing suicidal behavior (Gallagher, 2012).  In addition 
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to educational programs for students, colleges are also providing programs and 

informational brochures to parents and families as well as trainings for faculty and staff.  

Broad-based educational programs are considered to be an essential service because they 

inform the community about available services and work to reduce the stigma of mental 

health issues (Kitzrow, 2009; NHMA, 2002).  These programs should include 

information about signs and symptoms of mental health disorders and suicidal behavior.  

Furthermore, as stress is a leading impediment to academic success for students 

nationwide, educational programs should also include stress reduction and management 

techniques.   

In recent years, the field of higher education has re-examined the role of 

emergency services in responding to mental health disorders that reach the level of harm 

to self or others, particularly due to lawsuits that were filed against universities for failing 

to respond and notify parents.  The National Mental Health Association (2002) 

recommended that students should have access to 24-hour services.  Thus, if colleges do 

not provide these resources, they should give information to the campus community 

about local hospitals, facilities and/or hotlines that are available 24 hours to work with 

individuals who are in distress.  Furthermore, many universities have implemented 

behavioral intervention teams that consist of campus representatives from various 

departments such as the campus police, residential services, the office of the Dean of 

Students, counseling services, and health services.  These teams meet regularly to discuss 

problems and/or concerns regarding students.  The purpose of these meetings is to make 
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sure that all parties are aware of any emerging concern and to engage in a collaborative, 

proactive decision-making process regarding appropriate care or action plans for students 

at risk (Kitzrow, 2009).   

In addition to these services, another effective strategy is to implement gatekeeper 

programs in suicide prevention (Wallack, Servaty-Seib, & Taub, 2013).  The goal of the 

training is not to create “experts” in the field of suicide prevention, but to educate 

individuals about basic suicide prevention and intervention skills (Coleman & 

O’Halloran, 2004).  A gatekeeper functions as a person of support to provide hope for a 

suicidal individual and to refer that person to appropriate resources.  Gatekeepers can 

encompass people from a variety of backgrounds and disciplines.  For example, in the 

university setting, gatekeepers can include faculty and staff members, resident hall 

assistants, and all students who attend the university.  During their training, gatekeepers 

learn about nationally and locally available resources where they can refer a person who 

is having thoughts of suicide or is exhibiting suicidal behavior.  Thus, it is essential to 

train university community members about suicidal behavior and give them the tools to 

foster confidence in their ability to help and refer those who are in distress.  However, 

there is a gap in the literature regarding studies that examine if gatekeeper training can 

improve competency and self-efficacy of those who are trained.  

Purpose of the Study 

The purpose of this study was to examine the self-efficacy of those who participated in a 

suicide prevention gatekeeper training program at a college campus. 
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 Hypothesis   

The following null hypothesis was tested at the .05% level of significance: 

There will be no statistically significant difference between pre-, post-, and 

follow-up training evaluations of the Question, Persuade, Refer © (QPR) suicide 

prevention training participants’ self-efficacy in helping a suicidal person.   

Research Questions  

1. Did the QPR suicide prevention training increase training participants' self-

efficacy regarding their ability to effectively intervene to help prevent suicide? 

2. At the three month follow-up, had participants used any of the training 

information?  If so, how did they use it? 

Delimitations 

The delimitations for this study were the following: 

1. All data were self-reported.  

2.  Only secondary data from completed pre- and post-training surveys and a 

delayed follow-up survey were analyzed for this study. 

Limitations 

The limitations for this study were the following:  

1. The study participants included students, faculty, and staff over the age of 18 who 

participated in the gatekeeper training at a large, public university in the 

Southwest, which created a non-random convenience sample.  Therefore, the 
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results may not be generalized to other populations at that university or other U.S. 

universities. 

2. The instruments used in the study were not designed for the purpose of this 

particular study and have not been tested for validity or reliability. 

3. The data for this study represent responses from a disproportionately higher 

number of females than males.  

Assumptions 

The study had the following assumptions: 

1. The data collection instruments were administered in a manner consistent with 

sound research practices. 

2. The participants were accurate and honest in answering the surveys.  

3. Participants were able to read and understand English.   

Definitions 

1. Gatekeepers: a variety of individuals who are trained to recognize a person in 

crisis as well as the warning signs that someone may be contemplating suicide 

(Quinett, 2013) 

2. QPR Gatekeeper Training for Suicide Prevention© (QPR): an intervention 

program that teaches lay individuals about recognizing and responding positively 

to a suicidal person (Quinett, 2013)  

3. Risk factors: environmental and social conditions that put a person at an increased 

risk for suicide (Westefeld et al., 2006)  
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4. Protective factors: factors that dissuade a person from believing that suicide is an 

option (Taub & Thompson, 2013) 

5. Self-efficacy: an individual’s perceived ability to perform a given behavior and to 

believe that if the given behavior is performed, it will lead to an anticipated 

outcome (Bandura, 1977) 

6. Social-ecological model: a theoretical framework that “proposes that individual 

interpersonal, community, organizational, and societal factors should be taken 

into account when planning and implementing health promotion interventions, 

because they have direct and indirect influences on lifestyle, behavior choices, 

and health” (Butterfross, Kegler, & Francisco, 2008, p. 337) 

7. Suicidal behavior: any action that could cause a person to die on purpose (Berger, 

2014)   

Importance of the Study 

 As a roadmap to better health for individuals and communities, Healthy People 

2020 emphasizes the need to improve the mental health status of Americans and reduce 

the rate of suicide in adolescents (U.S. Department of Health and Human Services 

[HHS], 2015).  Part of this focus is on the college population as the mental health needs 

of college students have grown in complexity, volume, and severity (Byrd & McKinney, 

2012).  In addition to emerging mental health issues, students are also attending college 

with pre-existing mental health conditions (Tompkins & Witt, 2009).  If left untreated, 

these psychological disturbances can lead to suicidal thoughts and attempts.  Suicide is a 
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key public health issue that needs to be addressed as the impact on the campus 

community is significant.  Colleges and universities are in a unique position to facilitate 

change through implementing intentional suicide prevention strategies for those who are 

at-risk for suicide.  For example, campus communities can be equipped with gatekeepers 

who are trained to recognize and refer those who may be at risk for suicide.  While 

evidence continues to show the effectiveness of these trainings, more research is needed 

that explores the effectiveness of these programs in specific groups (Aldrich & Cerel, 

2009; Cross, Matthieu, & Lezine, 2010; Joffe, 2007; Tompkins & Witt, 2009).  This 

study helps address that gap in the knowledge base regarding the effectiveness of 

gatekeeper training in increasing individuals’ self-efficacy for intervening with suicidal 

people.  Furthermore, this study can aid health educators in assessing, planning, 

implementing, and evaluating suicide prevention programs targeting college and 

university students. 
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CHAPTER II 

REVIEW OF LITERATURE 

Scope of the Problem 

The prevalence of mental disorders in America is widespread.  According to data 

provided by the National Institute of Mental Health [NIMH] (n.d.), about one in four 

adults suffer from a diagnosable mental disorder.  Furthermore, mental illness is the 

primary cause of disability in both the United States and Canada (NIMH, n.d.).  Common 

illnesses include the following: depression, bipolar disorder, anxiety disorders, eating 

disorders, and attention deficit hyperactivity disorder.  Additionally, about half of those 

who have been diagnosed with mental illness suffer from more than one disorder (NIMH, 

n.d.).  Mental illness can have a severe impact on those who suffer from this condition.  

For example, depression has been cited as the leading cause of disability for those aged 

15-44 in the United States (NIMH, n.d.).  Bipolar disorder is another mental disorder 

characterized by having mood shifts as well as changes in activity levels and sleep.  This 

disorder affects 5.7 million American adults, and the typical age of onset is 25 years old 

(NIMH, n.d.).  Anxiety disorders can include a variety of illnesses such as panic disorders 

and phobias, and it is estimated that 40 million Americans over the age of 18 suffer from 

these conditions (NIMH, n.d.).  
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The age of onset for mental health conditions is typically in the late teens or early 

20s (NIMH, n.d.; Taub & Thompson, 2013).  Therefore, mental illness is a concern for 

college campuses as these conditions may be diagnosed during the college years.  

According to data provided by college counseling centers nationwide, 2.2 million 

students sought professional counseling assistance during the year 2011 (Gallagher, 

2012).  Furthermore, counseling center directors have indicated an increase in the 

severity of these psychological issues.  Common problems that have been reported by 

campus administrators include self-injury, alcohol abuse, eating disorders, drug abuse, 

and suicide attempts (Gallagher, 2012; Kitzrow, 2009).  If left unmanaged, these 

conditions can interrupt a student’s ability to function and perform well in college.  

According to counseling center directors,  6% of those students with severe psychological 

problems were unable to remain in school (Gallagher, 2012).   

Additionally, untreated mental health issues can lead to more severe concerns 

such as suicidal thoughts and attempts. The threat of suicide is a global public health 

problem.  Worldwide, the rates of suicide have increased by 60 percent (World Health 

Organization, 2015).  Nationally, suicide is the 10
th

 leading cause of death in the US; and 

research has begun to show an increase in the rate of suicide (Centers for Disease Control 

and Prevention [CDC], 2012; McDowell, Lineberry, & Bostwick, 2011).  Furthermore, 

the act of suicide is an issue that can span across generations.  For example, according to 

the CDC (2012), suicide is the third leading cause of death for adolescents and young 

adults aged 15-24, the fourth leading cause of death for those aged 35-54, and the eighth 
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leading cause of death for those aged 55-64.  Suicide is also a major public health 

concern affecting college campuses across the nation as it is the second leading cause of 

death for college students (Taub & Robertson, 2013).   

The statistics regarding suicide and suicide attempts are staggering.  For example, 

according to Goldsmith, Pellmar, Kleinman, and Bunney (2002), suicides outnumbered 

homicides by at least three to two for the past 100 years.  However, while the information 

regarding completed suicides appears significant, the numbers of those who attempt 

suicide are alarmingly higher.  For instance, Crosby et al. (2011) reported that an 

estimated 2.2 million adults in the United States (annual average) reported having made 

suicide plans; and an estimated 1 million adults made a suicide attempt in 2010.  

Furthermore, the prevalence of having suicidal thoughts, plans, and attempts was 

significantly higher among adults between the ages of 18-29 years (Crosby et al., 2011).  

Regarding suicidal thoughts, a report released by the Substance Abuse and Mental Health 

Services Administration ([SAMHSA], 2014) revealed that in 2012, an estimated 9 

million individuals reported having serious thoughts of suicide; of these, 18- to 25-year-

olds had the highest percentage.  Nonlethal suicide attempts are more common than 

deaths by suicide (Goldston et al., 2010) and thus have the potential to influence 

emergency care systems.  For example, “during 2007-2008, an estimated average of 

569,000 persons visited U.S. hospital emergency departments annually for self-directed 

violence, 70% of whom had attempted suicide” (Crosby et al., 2011, p. 2).   
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In addition to the act of suicide, self-inflicted violence is a major public health 

problem not only in the United States, but also throughout the world (Crosby et al., 

2011).  Specifically, nonsuicidal self-injury, also known as self-mutilation, is a 

purposeful act where one destructs his own body tissue.  Common examples of this 

behavior include cutting, pinching to the point of breaking through the skin, and/or 

scratching (Lewis & Arbuthnott, 2012).  In one study, it was found that about 14% of 

surveyed students acknowledged engaging in this type of behavior (Lewis & Arbuthnott, 

2012).  In addition to non-suicidal self-injury, self-inflicted violence that is done as a 

result of suicidal behavior is also a leading cause of hospitalizations (Crosby et al., 2011).  

Information provided by the CDC (2010) indicated that over 370,000 people had been 

treated in emergency rooms as a result of self-inflicted injuries.  Individuals with 

previous suicide attempts are also at a higher risk of dying by suicide (Crosby et al., 

2011).  College-aged students are a vulnerable group who fall within this category of 

those who have either attempted suicide or have had thoughts of suicide.  For example, 

Sise et al. (2011) reported that over a nine-year period, 9.8% of college students seriously 

contemplated suicide, while 1.4% made an attempt during the previous school year.  

Therefore, the literature, has pointed to the importance of considering risk and protective 

factors associated with suicide among college students in order to more effectively plan, 

implement, and evaluate college-based suicide prevention programs. 
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Risk Factors and Protective Factors 

Identification of risk factors for suicide is a key step in suicide prevention.  Taub 

and Thompson (2013) classified two categories of suicide risk factors for college 

students.  These categories include those who come to college with pre-existing mental 

health issues and those who develop a mental health condition while in college.  

Recent research has shown that more students are attending college with a pre-

diagnosed mental illness.  There are various factors that cause these mental health 

conditions in adolescents and college students.  For example, genetics is an 

uncontrollable risk factor for suicide.  Specifically, those with a first-degree relative (i.e., 

parent) who has died by suicide had a six-fold increased risk of also dying by suicide 

(Goldsmith, et al., 2002).  According to Jodin and Robertson (2013), “approximately 20 

percent of all adolescents have a diagnosable mental health disorder, many of which then 

continue on to college and take their mental health issues with them” (p 15).  Data from 

the 2010 Cooperative Institutional Research Program Freshman Survey supported the 

premise that many students come to college with previously identified mental health 

concerns.  Specifically in 2010, first-year students’ self-rated emotional health was at a 

record low.  Common mental health problems among college students include 

depression, anxiety disorders and mood disorders (Hunt & Eisenberg, 2010).  

Furthermore, college students are more likely to report having had feelings of depression 

in high school (Higher Education Research Institute, 2010).  Additionally, students who 

have experienced feelings of helplessness, hopelessness, or depression have shown to be 
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at greater risk for suicide.  In fact, 30 years of research has documented the correlation 

between hopelessness and suicide (Goldsmith et al., 2002).  According to Westefeld et al. 

(2006), hopelessness stems from the inability to have control over one’s life, thus causing 

a person to lose hope.  Data from the most recent National College Health Assessment 

(NCHA) showed that 45% of college students reported having feelings of hopelessness 

(American College Health Association [ACHA], 2013.).  College mental health 

professionals have also reported that more students are being treated for depression.  For 

example, data from a Healthy Minds survey revealed that “17 percent of students 

screened positive for depression” (Taub & Thompson, 2013, p. 6).  Furthermore, based 

on information derived from the NCHA, 31.3% of students reported feeling so depressed 

that it was difficult to function (ACHA, 2013).  Depressive disorders have been found in 

30-90% of those who have died by suicide (Goldsmith et al., 2002).  Depression is 

identified as an important risk factor for suicide because those who are depressed may 

feel that suicide is less morally wrong (Westefeld et al., 2006).  Other psychiatric 

conditions that are correlated with increased risk for suicide include other mood disorders 

like bipolar disorder and anxiety (McDowell et al., 2011).    

Child abuse is an additional pre-existing risk factor for suicide as research has 

shown a correlation between trauma, typically physical or sexual abuse, and risk for 

suicide (Goldsmith et al., 2002; Wagner, 2009; Westefeld, et al., 2006).  Child sexual 

abuse is a risk factor that has been reported in 9-20% of adults who have attempted 

suicide (Goldsmith et al., 2002).  Furthermore, when comparing adults with a past history 
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of abuse to those without this history, those who were survivors of abuse were 25 times 

more likely to attempt suicide (Goldsmith et al., 2002).  Other childhood traumas that 

have been studied include parental suicide, socioeconomic adversity, substance use 

disorders, and parental history of depression.  However, the link between these 

adversities and suicide is not as strong as the connection between physical and sexual 

abuse and suicide (Goldsmith et al., 2002; Suris & Lind, 2008; Ullman & Najdowski, 

2009).    

There are multiple factors that can make the transition to college a stressful time 

period for young adults.  They are trying to establish new relationships with others, and 

college students who have difficulties navigating their way through various interpersonal 

relationships often experience distress (Goldston et al., 2010).  Thus, additional suicide 

risk factors that can develop during the college years include various relationship 

stressors and the inability to cope with or manage these relationship complications (Hunt 

& Eisenberg, 2010).  In addition, the transition from adolescence to young adulthood can 

be difficult for some individuals, thus increasing their risk of suicide (Goldston et al., 

2010).  For example, some students experience their first time away from home and the 

protection of the “helicopter” parents who consistently hover and overprotect their 

children.  This style of parenting has become characteristic for this generation of 

millennial students (Taub & Thompson, 2013) and can contribute to some college 

students’ lack of resilience.  Furthermore, millennial students who tend to rely on their 

parents for constant feedback and reassurance typically are unable to independently solve 
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problems (Taub, 2008).  While studies detailing the negative effects of this parenting 

style have been limited (Carney-Hall, 2008; Taub, 2008), students who lack effective 

coping and problem-solving skills have been shown to be at increased risk for suicide 

(Taub & Thompson, 2013).  The transition to college may worsen pre-existing health 

concerns; or it may trigger new concerns because students no longer have hovering 

parents who tend to resolve their personal issues, oversee their medication management, 

and observe mood changes.   

The transition to college can also be difficult for the unique population of student 

veterans.  Student veterans have experienced an array of physical and emotional concerns 

that can cause difficulties while in college (Whitley, Tschudi, & Gieber, 2013).  

According to a survey conducted by Student Veterans of America, 46% of student 

veterans had suicidal thoughts (Whitley et al., 2013).  In addition, numerous studies have 

shown the connection between alcohol and substance abuse with elevated risk for suicide 

(Goldsmith et al., 2002; McDowell et al., 2011; Taub & Thompson, 2013; Westefeld et 

al., 2006).  For example, roughly “20-25 percent of individuals who die by suicide are 

intoxicated with alcohol at death” (Goldsmith et al., 2002, p. 70).  Furthermore, those 

who struggle with substance abuse disorders are were 6.2 times more likely to attempt 

suicide (Goldsmith et al., 2002).  Additional risk factors for suicide include the following: 

(a) history of suicide attempts, (b) creativity, (c) impulsiveness and/or aggressiveness, (d) 

lack of effective mental health care, (e) stigma associated with help-seeking, and (f) 
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access to lethal means (Taub & Thompson, 2013).  Students with one or more of these 

risk factors are at greater risk for exhibiting suicidal behavior (Taub & Thompson, 2013).   

While there are multiple factors that can increase the risk of suicide, protective 

factors also exist that help prevent the act of suicide.  Access to appropriate clinical care 

and support are protective factors that help prevent suicide (Taub & Thompson, 2013).  

In addition, individuals who display effective coping skills and high resiliency are able to 

counterbalance some of the risk factors for suicide.  These coping skills may be taught 

using a variety of methods.  Education can occur through personal health and wellness 

coaching that may be offered at different universities.  For instance, the University of 

Arkansas provides wellness coaching to its community through the Health Center.  This 

wellness coaching offers students a variety of opportunities to learn about resiliency, 

stress management, and advocacy and support.  Additional education can occur in 

academic coursework within fields of study such as Health Education and Health 

Promotion, Nursing, Psychology, Education, and Social Work.  Last, students can receive 

information on coping skills from outreach and educational programs provided as part of 

clinical or student services delivered through college counseling centers or wellness 

centers.  Suicide prevention programs can address coping skills and stress management, 

and provide instruction through a variety of techniques such as meditation, exercise, or 

deep breathing.  

Protective factors that decrease the risk of suicide are not solely derived from 

educational interventions, but may also evolve from interpersonal relationships and 
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support systems.  Thus, supportive social networks are considered an additional 

protective factor against suicide (Goldsmith et al., 2002; Taub & Thompson, 2013).  

Social support systems may exist through participation in religious activities and social 

organizations as well as through interpersonal relationships with family, co-workers, and 

friends.  Supportive relationships are beneficial as they may assist a person who is coping 

with stressful situations, and research has shown a physical health benefit to a healthy 

support network (Goldsmith et al, 2002).  Additional protective factors include the 

following: (a) ability to manage stress, (b) religious beliefs, (c) positive therapeutic 

relationships, (d) restricted access to lethal means, and (e) having a positive outlook 

about the future (McDowell et al., 2011; Taub & Thompson, 2013).  College students 

who possess adaptive characteristics such as resiliency, the ability to cope with stressful 

situations, and perseverance have a tendency to cite suicide as an option less often than 

those who do not display adaptive characteristics (Westefeld et al., 2006).  Suicide 

prevention efforts can be enhanced by decreasing risk factors and increasing protective 

factors within the campus community.   

Suicide Prevention Efforts on College Campuses 

The 1999 Surgeon General’s Call to Action to Prevent Suicide was a hallmark 

event that provided the nation with a tool for suicide prevention efforts.  As a result, the 

National Strategy for Suicide Prevention, also known as the National Strategy, was 

produced in 2001 (HHS, Office of the U.S. Surgeon General and National Action 

Alliance for Suicide Prevention [Action Alliance], 2012).  The National Strategy utilizes 
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the following health promotion tactics: (a) conduct surveillance of the problem, (b) 

identify causes of the problem, (c) develop and test interventions, (d) implement 

interventions, and (e) evaluate the effectiveness of the interventions (Suicide Prevention 

Resource Council [SPRC], n.d.).    

The creation of the National Strategy was just the beginning of a nationwide 

movement to support suicide prevention efforts.  However, the National Strategy also 

addressed the need for more prevention to be aimed at adolescents and college students.  

At that time (from 1999-2006), suicide was the third leading cause of death for both 12- 

to 18-year-olds and 19- to 25-year-olds (Goldston et al., 2010).  As a result of the 

magnitude and effects of suicide on college campuses, federal monies were allocated for 

suicide awareness and prevention.  In addition, the Garrett Lee Smith Memorial Act 

(GLSMA) was signed into law by President G.W. Bush in October 2004.  As a result, 

grants are regularly awarded to college campuses and tribal communities specifically to 

implement programs or services that educate the campus and broader community about 

suicide.  The passing of this legislation has been deemed as “…the single most significant 

legislative accomplishment in the field of suicide prevention during the past decade” 

(SPRC & SPAN USA, 2010, p.10).  Funding from GLSMA addresses the following 

goals from the National Strategy:  

(a) increased development and implementation of community-based suicide 

prevention programs, (b) training for recognition of at-risk behaviors, (c) 

improvement in access to and linkages with substance use and mental health 
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services, (d) improvement and expansion of surveillance of suicide-related 

outcomes, (e) increased awareness of suicide as a public health problem, and (f) 

development and implementation of strategies for reducing stigma associated with 

services for mental health and suicide prevention activities (SPRC & SPAN USA, 

2010, p. 246).   

Colleges and universities are in a unique position to address these goals by 

providing a variety of services that relate to suicide prevention.  As part of the GLSMA, 

grants have been awarded to colleges to fund a variety of strategies and services aimed at 

reducing suicide and increasing awareness about this important topic.  These approaches 

may include the following: (a) education, (b) implementation of 24-hour crisis hotlines, 

(c) creation of marketing materials, (d) distribution of educational materials for parents 

and families, (e) training programs for the campus community, and (f) linking institutions 

that do not have mental health services with community providers who are able to 

provide this type of service (Goldston et al., 2010).  To implement these diverse 

strategies, GLSMA university recipients often utilize a public health approach formulated 

by The Jed Foundation, an organization that works with the SPRC to educate college and 

university communities regarding the promotion of mental and emotional well-being in 

students.  The SPRC is a federally funded resource center that supports the National 

Strategy by assisting various colleges, universities, organizations, and professionals who 

receive GLSMA funding and work directly with suicide prevention efforts (SPRC, n.d.).  
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Most universities have a Student Affairs or Student Life division that consists of a 

variety of co-curricular departments, including student health and counseling services 

that specifically assist in dealing with the physical and emotional health needs of 

students.  However, in order to effectively manage the rise in students who come to 

campus with pre-existing health concerns, institutions must expand their efforts to 

include prevention services for the campus community that work on multiple levels to 

promote mental health wellness.  This method is often referred to as a public health 

approach which encompasses environmental and social factors that may influence health.  

Public health has been defined as “the science and the art of preventing disease, 

prolonging life, and promoting physical health and efficiency through organized 

community efforts” (Jodin & Robertson, 2013, p. 16).  The public health approach goes 

beyond focusing on the individual’s health and works to improve the health of the 

community as a whole.  Core functions of this type of approach include assessing the 

health needs of the community, creating policies that support health and safety, and 

making programs accessible to the entire community (Jodoin & Robertson, 2013).   

Within the public health spectrum, the social-ecological approach can be used by 

university health professionals to incorporate health interventions affecting multiple 

levels of influence—individual, interpersonal, institutional, community, and public policy 

(The Jed Foundation & EDC, 2011).  Campus-based prevention efforts that work on 

multiple levels of influence that have been used by campuses include providing mental 

health services to students as well as creating and implementing policies that reduce 
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access to lethal means and increase students’ ability to receive mental health care.  

Furthermore, policies and procedures should also create a supportive campus culture that 

decreases stigma and facilitates the ability of students to receive assistance from campus 

community members who do not work in counseling services, but may be able to assist 

students in times of distress, such as Hall Directors from the Housing and Residence Life 

Office, the Dean of Students Office, or faculty members (The Jed Foundation & EDC, 

2011).   

A coordinated suicide prevention program should be designed to reduce risk 

factors and increase protective factors among students who may be vulnerable to suicidal 

thoughts or behaviors.  The Jed Foundation and SPRC developed a comprehensive 

approach to suicide prevention that is often used by GLSMA grantees for their prevention 

efforts (Figure 1).  There are seven areas of concentration in this model that are designed 

to be used in a coordinated manner: (a) increase help-seeking behavior, (b) provide 

mental health services, (c) follow crisis management procedures, (d) restrict access to 

potentially lethal means, (e) develop life skills, (f) promote social networks, and (g) 

identify students at risk (Jodoin & Robertson, 2013; The Jed Foundation, 2006).   
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Figure 1: The Jed Foundation/Suicide Prevention Resource Center Comprehensive 

Approach to Suicide Prevention and Mental Health Promotion.   

 

Increase Help-seeking Behavior  

According to various studies, most people diagnosed with a mental health 

condition did not receive help or treatment from a mental health professional (Goldsmith 

et al.,2002; Mitchell, Kader, Haggerty et al., 2013; Tompkins et al., 2010). Therefore, it is 

not surprising that students at risk for suicide have displayed a tendency not to use 

university counseling center services (Taub & Thompson, 2013).  Barriers that prevent 

students from accessing mental health services include: (a) lack of time, (b) privacy 

concerns, (c) lack of perceived need for help, (d) stigma of mental illness, (e) cost of care, 

and (f) lack of knowledge about available services (Goldsmith et al., 2002; Hunt & 

Eisenberg, 2010; Rudd et al., 2006;  The Jed Foundation & EDC, 2011).  Universities can 

implement various strategies to promote help-seeking, including social marketing 

campaigns that provide messages designed to promote change.  The SPRC provides 

information on developing effective social marketing campaigns for suicide prevention 
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that: (a) emphasize the importance of help-seeking, (b) emphasize the importance of 

prevention, (c) provide resources on where to get help, (d) list suicidal warning signs, and 

(e) identify risk and protective factors for suicide (SPRC, 2006).  For example, the 

University of Wisconsin Oshkosh developed the “UMatter” campaign as part of its 

GLSMA funding.  While the campaign initially started as a direct effort to prevent 

suicide, it evolved into a program that provides wellness-related information and 

educational opportunities regarding other aspects of a person’s well-being that may 

influence suicide prevention, including awareness and prevention of sexual assault and 

alcohol and other drug use.    

Provide Mental Health Services 

University student health and counseling services play an integral role in the 

comprehensive approach to suicide prevention.  First-year students are an important 

group to target regarding access to the counseling center and other health services as 

these students come to campus without any prior knowledge and/or exposure of the 

services that are available to them.  In a study conducted by Whitehill, Brockman, and 

Moreno (2013), it was determined that incoming first-year students have trouble 

accessing health services as they transition from high school to college.  For example, 

high school students may depend on their parents to arrange medical appointments and 

therefore may not seek help when they start college and move away from home.  Student 

veterans are an additional population who tend to underuse resources, which can result in 

emotional concerns often going undetected by professionals (Whitely et al., 2013).   
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According to The Jed Foundation and the EDC (2011), campus counseling centers 

can expand their services by providing same-day appointments for students as well as 

offering group counseling sessions for those students who may not need intensive 

counseling.  Furthermore, most university Student Affairs divisions have orientation 

programs that are geared for first-year students and provide information about campus 

resources that are available to students.  These programs may include a required wellness 

class for which students receive academic credit or information provided during 

mandatory residence hall meetings.  In addition to educating students about resources, 

universities can also discuss resources with parents during first-year orientations and 

dispense ancillary information via newsletters and other communications.   

Follow Crisis Management Procedures 

Universities should have clear policies and guidelines in place to assist a student 

who is imminently in distress or suicidal.  When devising a crisis response strategy, 

universities should ensure that safety protocols are instituted and are being communicated 

to the campus community, parental notification takes place, and a leave of absence policy 

is available for students if they need to withdraw from the university for medical reasons 

(The Jed Foundation, 2006).  Safety protocols for the campus community that relate to 

the well-being and safety of students often originate in the Dean of Students office, which 

coordinates the implementation of these procedures.  The Dean of Students can then 

identify other key stakeholders who need to be involved in the process of implementing 

crisis response protocols, including campus police, the housing and residence life office, 
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the office of fraternity and sorority life, counseling and health center officials, and upper 

administrative officials such as the Provost, Vice President of Academic Affairs, and 

Vice President of Student Affairs.  Safety procedures often include developing a plan that 

details the process for helping students who are identified as being potentially at risk for 

suicide. Additionally, protocols should address issues regarding voluntary and 

involuntary hospitalizations for psychiatric reasons (The Jed Foundation, 2006). 

Emergency contact notification during times of crisis can be challenging due to 

the confidentiality agreements that clients have with mental healthcare providers.  

However, lawsuits have occurred between families and universities such as Brown, 

Harvard, and MIT because of failure to communicate with parents regarding a suicidal 

student (Kitzrow, 2009).  While professional guidelines prohibit counselors from 

releasing information about their clients, this confidentiality agreement can be broken in 

times when there is imminent danger to self or others (Baker, 2009; Kitzrow, 2009).  

Therefore, more universities are implementing guidelines that allow nonmedical Student 

Affairs representatives (e.g., the Dean of Students staff) to contact parents if they are 

concerned about the safety of a student (Baker, 2009).   Lastly, there may be times when 

a student who experiences a mental health emergency needs to withdraw from the 

university.  Therefore, procedures should be in place so that the process of dropping 

academic courses and the necessary steps to take if the student returns are clear to all 

individuals involved in the process (The Jed Foundation, 2006).  Policies and procedures 

that address the university crisis management response can  assist administration in 
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making appropriate decisions during times of crisis and afterwards.  These policies 

should also be communicated with professors and other instructors so that they are aware 

of the resources available and protocols that need to be followed if they are concerned 

about the well-being of a student.   

Restrict Access to Potentially Lethal Means 

The World Health Organization (2009) and The Jed Foundation (2006) both 

recognized that restricting access to lethal means has been an important step in suicide 

prevention.  Guns are the most lethal means for suicide as they have a fatality rate of over 

90%, and death by firearms have been documented in about 15% of all suicides (The Jed 

Foundation & EDC, 2011).  Colleges and universities generally have policies that restrict 

access to firearms on campus, which consequently serve as a protective factor against 

suicide (The Jed Foundation & EDC, 2011).   However, in an effort to prevent suicides 

on campuses, administrators have also examined additional environmental factors that 

students may use when contemplating suicide.  A lawsuit documented in the Chronicle 

for Higher Education (Stratford, 2012) illustrated this point.  In the case of Ginsberg 

versus Cornell University, the family alleged that Cornell University was negligent 

because it did not do enough to restrict access to the bridge where their son died by 

suicide.  Additional examples of means restriction can include: posting fences on 

rooflines, sealing windows or limiting the size of window openings, and/or restricting 

access to chemicals that can be found in laboratories on campus (The Jed Foundation & 

EDC, 2011).  While restricting access to lethal means has not always correlated to a 
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reduction in suicide rates for universities, it is a positive step in prevention and may also 

serve as a key measure in reducing the lethality of suicide attempts (Harvard School of 

Public Health, n.d.).        

Develop Life Skills 

Many students lack coping skills when they face adversities of different types, 

and some young people consider suicide as an option for escaping the reality of their 

circumstances (Goldsmith et al., 2002).  Common adversities that students must learn to 

effectively cope with during college include financial, social-emotional, and relationship 

difficulties (The Jed Foundation & EDC, 2011).  Additionally, many college students are 

driven to succeed academically and often have difficulties when they do not meet or 

exceed the expectations that they or others have set.  Furthermore, the students who have 

the most academic stress are the ones who often do not ask for help when their stress 

levels rise to uncontrollable levels (Kadison & DiGeronimo, 2004).  To compound the 

situation, students often lack critical life skills and resilience to overcome obstacles and 

bounce back from adversity.  Critical life skills include: (a) physical health maintenance, 

(b) problem-solving skills that center on time management, (c) goal setting and assessing 

information regarding progress towards goals, and (d) knowing one’s purpose in life (The 

Jed Foundation & EDC, 2011).  Other important areas of students’ lives that they need to 

learn to develop and effectively navigate include interpersonal relationships, psychosocial 

and spiritual wellness, financial planning, and career planning.  While college is an 

opportunity for students to grow intellectually and develop the competencies needed to 
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pursue their career endeavors, it is also a chance for students to enhance areas of their 

lives that do not relate to academics.  Yet, in a survey of college seniors, 40% stated that 

their college did not place much emphasis on helping them cope with areas that did not 

directly relate to coursework (The Jed Foundation & EDC, 2011). 

Universities have a unique opportunity to continue student development not only 

in the co-curricular activities that exist on campuses, but also in the classroom.  For 

instance, many universities have developed seminars or educational classes that promote 

skills in problem solving, conflict resolution, and positive thinking that can help increase 

the life skills of students (Kuh, Kinzie, Schuh, Whitt, & Associates, 2005; Taub & 

Thompson, 2013). These educational sessions should be aimed at the entire campus 

community; however, a focus can be geared towards first-year students who may have a 

difficult time transitioning to college.  Some colleges also provide opportunities for 

upper-division students to participate in first-year programming.  For instance, at 

Gonzaga University (Spokane, Washington), over 200 upper-division students return to 

campus prior to school starting in the fall and orient students to campus traditions (Kuh et 

al., 2005).  Furthermore, at Texas Christian University, upper-division students have the 

ability to interact with students during an experience called Frogs First, where students 

spend the weekend prior to classes beginning to go through various activities such as a 

common reading discussion, a program that provides information on campus resources, 

residence hall meetings, and an assembly with the Chancellor of the university.  These 

are a couple of examples of programs that many universities across the nation have 
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adopted in an effort to develop life skills and promote a sense of belonging among 

students.   While these programs often target incoming students, they need to involve the 

entire campus community, including returning students, faculty, and staff.   

Promote Social Networks 

Loneliness and isolation are key factors that may put a student at risk for suicide. 

Therefore, promoting social networks among the campus community is another strategy 

developed by The Jed Foundation and EDC (2011).  In a recent American College Health 

Association survey (2013), 55.9% of students reported that they felt very lonely within 

the past year.  Furthermore, 59.6% of surveyed students responded that they felt very sad.  

Generational characteristics have been identified for college-aged students who are 

classified as part of the millennial generation.  One such trait is the tendency for this 

generation of students to be lonely and isolate themselves, which has given them the label 

of “generation me” (Twenge, 2006).  As a result, students often turn to unhealthy 

mechanisms for coping with this isolation, such as alcohol and drug abuse.   

Another generational characteristic of millennial students is their constant 

interaction with technology, specifically social media outlets such as Instagram, Twitter, 

Tumbler, Facebook, and other online networking sites.  Worldwide, there are over 500 

million active Facebook users (Ruder, Hatch, Ampanozi, Thali, & Fischer, 2011).  

Furthermore, “over 90% of U.S. college students report having a Facebook profile” 

(Whitehill et al., p. 123).  Students are turning to Facebook and other social media sites to 

post status updates regarding a variety of issues.  However, recent trends have shown an 
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increased number of users who also posted suicidal comments.  As a result of frequent 

suicidal postings, Facebook partnered with the National Suicide Lifeline to provide a 

reporting mechanism for users who encounter suicidal statements on the profile of 

another Facebook user (Whitehill et al., 2013).   

College communities provide an opportunity to link or interact with other users 

through their social networking channels.  Therefore, universities have the potential to 

educate their community members about how to respond when suicidal messages are 

posted on social media.  In one study, participants were asked if they would be receptive 

to someone approaching them if they posted suicidal comments on their Facebook wall.  

Results showed that most participants would be receptive to either a residence assistant 

(RA), professor, or another friend approaching them because of such posts (Whitehill et 

al., 2013).  While there are limited studies that have examined the outcome of suicidal 

messages on social networking sites, universities have the opportunity to be proactive and 

provide educational information to RAs and other campus community members about 

how to respond appropriately to social networking content that contains cries for help, 

and suicidal threats, etc. (Ruder, et al., 2013).   

Providing a supportive campus environment for students where they can connect 

with others, including faculty, staff, and other peers, is an important ingredient in college 

health.  Additional opportunities exist at universities that provide the development of 

social networks, particularly for first-year students and student veterans.  For instance, 

first-year experiential programs like “fish camp,” where students participate in 
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interpersonal activities that promote team building, leadership and connectedness, are an 

effective way to facilitate healthy social networks.  Also, with the increased enrollment of 

student veterans who are attending colleges, institutions are providing more services for 

this special population.  Programs and services for student veterans can include the 

creation of lounges for student veterans, veteran-specific student orientation, and the 

creation of offices that assist student veterans with their unique needs (Sander, 2012).  

For example, Texas Woman’s University created a Veterans Program Office for students 

that provides information on a variety of services that they may need.  These services  

can include providing veterans information regarding transitioning to college, making 

them aware of counseling  and disability services on campus, and connecting them with 

resources within the community.  As more student veterans enter higher education to 

pursue degrees, universities should have established centralized support networks to 

assist them with their transition (Whitley et al., 2013). 

Universities also understand the value of providing positive peer mentoring 

through peer education programs.  Many campuses have created environments such as 

living and learning communities where faculty have daily interactions with students 

within the residence halls as well as other opportunities that foster intentional mentoring 

interactions (The Jed Foundation & EDC, 2011).  Connections and social networks are 

critically important ingredients in the lives of young adults, particularly among those who 

tend to be self-reliant (Kadison & DiGeronimo, 2004; Twenge 2006).  Universities that 

provide opportunities for students to engage with other members of the campus 
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community foster protective factors and increase the likelihood of identifying students 

who may be in distress.    

Identify Students at Risk 

The final strategy for the public health approach in planning suicide prevention 

efforts is to identify students at risk.  There are various behavioral, physical, and 

academic indicators that students who are at risk for suicide may display.  However, 

faculty and staff often do not approach students whom they are concerned about because 

they do not recognize the warning signs or are not sure if the students are suicidal.  It 

should not be the sole responsibility of a counseling center to identify those students who 

may be at risk.  In fact, evidence has shown that those who died by suicide were not 

engaged in counseling services (Crosby et al., 2011; SPRC, 2006; Taub & Thompson, 

2013).  In the 2013 National College Health Assessment, only 15.6% of surveyed 

students nationwide stated that they had received services from their college or 

university’s counseling or health services department (ACHA, 2013).  Instead, college 

students sought help from a variety of other sources, including their peers, parents, and 

other family members.  Taub and Thompson (2013) reported that about 90 % of students 

talked to their friends about their problems, and 80% talked to family members.   

There are numerous ways that a university can promote identification of students 

at risk for suicide.  These strategies can identify students at various time points during 

their college experience.  For instance, medical history forms that are kept on file by 

university health centers are a great tool that healthcare providers can utilize to identify 
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new students who may have pre-existing mental health issues.  Furthermore, counseling 

centers typically provide campus-wide screenings for depression.  Students who screen 

positive for depression and endorse thoughts of suicide are often referred for an 

immediate crisis walk-in appointment to the counseling center (The Jed Foundation & 

EDC, 2011).  While some of these tactics have been effective for particular campuses, 

perhaps one of the most widely used methods for identification of at-risk students is 

gatekeeper training (The Jed Foundation & EDC, 2011).  This strategy is used to train 

community members about risk factors and warning signs of suicide so they can 

recognize and refer those students who may be at risk for suicide.  Those who are trained 

as gatekeepers have the potential to significantly impact the health of the community.  As 

Rudd et al. (2006) noted, “early recognition by a better educated public will minimize the 

damage that can be done…and encourage better health” (p. 288).   

Overview of Gatekeeper Training 

With the increased prevalence of students who come to college with pre-existing 

mental health conditions, such as depression, bi-polar disorder, and previous suicide 

attempts (Jodin & Robertson, 2013; Tompkins & Witt, 2009), college counseling centers 

often struggle with the increased workload that dealing with these issues generally 

entails.  Furthermore, students, particularly those who are at risk, tend to utilize informal 

resources for times when they are distressed.  These informal resources may include 

friends, college faculty, or parents (Taub & Thompson, 2013; Tompkins & Witt, 2009; 

Tompkins et al., 2010).  Therefore, suicide prevention is an effort that should not be the 
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sole responsibility of college counseling centers (Wallack et al., 2013).  Additionally, 

evidence has suggested that those who are most vulnerable to suicidal thoughts or 

behaviors do not seek help from wellness-related resources on campus and have a 

tendency to avoid seeking help from professionals when needed (Joffe, 2007) .  A study 

by Taub and Thompson (2013) revealed that “nearly 50 percent of those who die by 

suicide in the United States had never been in contact with mental health services, and 80 

to 90 percent of college students who die by suicide had not sought help from their 

college counseling centers” (p. 8).  These factors support the need for educating campus 

community members about the importance of identifying a suicidal person and feeling 

confident in their ability to intervene by referring that individual to resources that can 

provide help.   

A promising method for educating campus community members about suicide 

awareness and prevention is through gatekeeper training.  Gatekeeper training has been 

defined by numerous sources Mitchell, Kader, Darrow, Haggerty, and Keating (2013) 

aptly defined gatekeeper training as “… a system-wide prevention approach to 

awareness, education and skill-building with the goals of increasing the knowledge and 

competency of trainees in the recognition of and crisis intervention with potentially 

suicidal individuals” (p. 140).  As a result of this specialized training, gatekeepers learn 

about various risk factors and protective factors for suicide as well as ways to intervene 

when someone is contemplating suicide.   
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History of Gatekeeper Training   

The strategy of gatekeeper training was first cited by John Snyder in 1971 in the 

Bulletin of Suicidology (Isaac et al., 2009; Snyder, 1971).  In this publication, Snyder 

discussed utilizing gatekeepers in crisis management when those who were distressed 

were looking for persons to help them.  Snyder also discussed the correlation of improved 

helper skills with suicide prevention and overall preventative mental health efforts.  Since 

then, gatekeeper training has been used within a variety of settings such as elementary 

schools, primary care clinics, and the military, and has been expanded to various training 

programs implemented within the broader community.  Those who participate in this type 

of training are referred to as “gatekeepers” and consist of people from various 

backgrounds that someone in distress may turn to when seeking help (Snyder, 1971).   

The National Strategy identified the need to enhance clinical and community 

preventive services as they play a key role in the well-being of the public (HHS et al., 

2012).  Various strategies to improve these services have included providing gatekeeper 

training to clinicians within professional fields of practice, including physicians, nurses, 

social workers, school personnel, and those who work closely with the military.  

Objective 7.3 of The National Strategy specifically endorsed the development, 

promotion, and adoption of education and training guidelines on suicide prevention for 

health professionals.  This training can be included in coursework, continuing education 

opportunities, or credentialing requirements (HHS et al., 2012).  Furthermore, reducing 

the rate of suicide is a leading health indicator for Healthy People 2020, which indicates 
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that suicide is a high-priority health issue (HHS, 2015).  Thus, the need to train more 

health professionals as gatekeepers is founded in national initiatives with the goal of 

improving the health of the community.   

Research studies have examined the effectiveness of training health professionals, 

educators, and students in wellness-related fields as gatekeepers.  This type of education 

in suicide prevention is termed “workforce development” and appears to be a promising 

strategy for increasing gatekeepers in the community who are able to respond to those 

who are suicidal.  One common group that has been targeted for this type of workforce 

development is nursing professionals.  According to Tsai, Lin, Chang, Yu, and Chou 

(2011), educating clinical staff who have direct involvement with patient care can allow 

health professionals to play a great role in preventing suicides.  For instance, Mental 

Health America (n.d.) cited that about half those who died by suicide visited their doctor 

within one month of their death.  Therefore, training health professionals to be alert for 

suicidal warning signs in their patients can be an important step in suicide prevention.  In 

addition, other professionals who have been identified as important gatekeeper training 

participants include social workers and school counselors (Reis & Cornwell, 2008; Ruth, 

Gianino, Muroff, McLaughlin, & Feidman, 2012).   

Then, too, gatekeeper training can take place in the college setting by integrating 

the training into workforce development within applicable majors, such as health 

education and health promotion, nutrition, nursing, occupational therapy, physical 

therapy, psychology, social work, and education.  For instance, at Texas Christian 
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University, professors in the Nutritional Sciences Department require their students with 

internship rotations in hospitals to be trained as gatekeepers.  While these students may 

not encounter a suicidal patient during their rotation, they acquire essential skills from the 

training that can be applied in their professional role as a dietitian.  At the same 

university, professors in the Harris College of Nursing and Health Sciences require that 

nursing students who are beginning their mental health clinical rotation undergo 

gatekeeper training prior to field placement.  In addition to workforce development for 

students, gatekeeper trainings can also be used by professional staff members as part of 

their continuing education.  For example, at Texas Christian University, every staff 

member of the scholarship and financial aid office is trained in gatekeeper skills.  

Financial stress is one risk factor for suicide, and students who experience a loss in 

scholarships may be at an increased risk for emotional distress.  Thus, financial aid 

advisors participate in gatekeeper training to increase their suicide prevention knowledge 

and skills.      

Throughout the US, numerous programs are implemented to teach gatekeeper 

skills.  For example, the SPRC has identified over 35 different gatekeeper training 

programs that are available to the public (SPRC, n.d.).  These programs vary in their 

targeted audience, scope, and evaluation.  Some of the programs that have been used by 

colleges and universities include: (a) Collaborative Assessment and Management of 

Suicidality, (b) Campus Connect, (c) Mental Health First Aid, (d) At-Risk on Campus for 

Faculty & Students, (e) Ask Listen Refer, and (f) Applied Suicide Intervention Skills 
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Training –ASIST (Mitchell, Kader, Darrow, Haggerty, & Keting, 2013).  However, when 

specifically examining programs implemented on college and university campuses, 29% 

of surveyed counseling center directors reported that the most frequently used program at 

colleges was “Question, Persuade, Refer,” also known as QPR (Mitchell, Kader, Darrow 

et al., 2013).  

QPR 

 The QPR program was developed by Dr. Paul Quinnett, a clinical psychologist 

with over 35 years of experience in suicide prevention, and first introduced to the public 

in 1995.  Since then, it has been registered in the National Registry of Evidence-based 

Practices and Policies; and it has been estimated that over one million Americans have 

been trained in QPR (QPR Institute, n.d.).   QPR is an “emergency mental health 

intervention” that teaches participants to serve as gatekeepers to recognize and refer those 

who are exhibiting suicidal behavior or warning signs before an adverse event takes place 

(Quinnett, 2013).  QPR and other suicide prevention programs have been compared to 

another emergency medical intervention known as Cardiopulmonary Resuscitation, also 

known as CPR (Knox, Conwell, & Cane, 2004; Quinnett, 2013; Reis & Cornwell, 2008).  

An essential component of CPR is early detection of a cardiac event such as chest or a 

radiating pain in one’s arm.  Similarly, one of QPR’s tenants is that in order to prevent a 

suicidal act, one must detect early warning signs exhibited by a suicidal person.   

 According to Quinnett (2013), the guiding principles of QPR methods and 

trainings are awareness, surveillance, and detection.  More specifically, as a result of 
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being trained in QPR, one should have “increased awareness about the problem of 

suicide, enhanced surveillance of others in possible distress, which leads to greater 

detection of observable suicide warning signs” (Quinnett, 2013, p. 5).  The actual 

program is taught by certified QPR instructors who provide a minimum one-hour class 

for participants.  While the class may be taught in one hour, it is recommended to last 90 

minutes and can last as long as two hours, which allows time for role-playing (Quinnett, 

2013).  During the training, participants are led through sections that are used to help 

increase confidence and competence in intervening with a suicidal person.  The core 

components of the QPR curriculum include the following: 

(a) A nine-minute celebrity-hosted video intended to inform and orient 

participants to QPR, (b) basic orientation to suicide prevention and the role of 

gatekeepers, (c) disclaimer that QPR is not treatment, but a citizen emergency 

response to a mental health crisis, (d) review of the common myths about suicide 

and an active cognitive correction of participant false beliefs, (e) review and 

recognition of samples of evidence-based suicide warning signs, (f) how to set up 

a QPR intervention (timing, environment, resources), (g) how to ask the “S” 

Question (examples, specific phraseology, anticipated results), (h) how to 

persuade a suicidal person to accept help (active listening skills, focus on 

problem(s), requests for life-saving action, (i) how to refer a suicidal person to 

local/national resources (accompanied referral, names, numbers and addresses), 

(j) how to improve self-efficacy and enhance hope by offering a personal belief in 
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a positive outcome, (k) where possible time permits, active behavioral rehearsal 

of QPR skills in role-play situations, (l) the take-home text of  the QPR booklet 

which reviews the training and includes the background risk and protective factor 

information (Quinnett, 2013, p. 40).   

 During their training, participants are given in-depth information about the 

meaning behind the acronym QPR.  The “Q” refers to directly asking the person if he is 

suicidal, or the “S” question.  Participants are given information about warning signs, 

including direct and indirect expressions of distress and are encouraged to ask the “S” 

question based on what they have observed.  Next, “P” refers to persuading the suicidal 

person to take a life-saving action by accepting professional help.  During this part of the 

training, participants are given information regarding active listening skills and the 

importance of offering hope and support.  Finally, “R” indicates the importance of 

referring someone at risk for suicide to a professional helping resource.  Gatekeepers are 

encouraged not only to refer, but also escort a person to the resource to ensure help is 

actually given.  Therefore, as part of the teaching curriculum, gatekeepers are given 

information regarding both local and national resources for referrals (Reis & Cornwell, 

2008).   

 The components of the QPR curriculum suggest a positive result when used for 

interacting with a suicidal person.  However, gatekeepers may have a fear to act if they 

do not feel confident in their ability to successfully intervene (Quinnett, 2013; Reis & 

Cornwell, 2008).  According to Quinnett (2013), there are certain measurable behaviors 
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that can indicate the competency of gatekeepers: (a) demonstrating the ability to 

recognize and identify suicide warning signs, (b) asking clarifying questions to validate 

suicidal intent when warning signs are present, and (c) reporting high levels of self-

confidence, self-efficacy, and comfort in an interview situation, which can be confirmed 

by self-reporting.  Nevertheless, limited studies exist about the effects of QPR in raising 

levels of self-efficacy.  Additionally, there remains a gap in the research about the 

effectiveness of gatekeeper programs in their ability to increase a person’s self-efficacy to 

intervene with a suicidal person (Chagnon, Houlse, Marcoux, & Renaud, 2007; Cross, 

Matthieu, Cerel, & Knox, 2007; Goldston et al., 2010). 

Evaluating Gatekeeper Programs  

 When focusing specifically on college campuses, a limited amount of research has 

shown gatekeeper training to be effective.  RAs have been identified as a specific group 

that can benefit from gatekeeper training because of the helping role that they play on 

college campuses.  For example, RAs typically have an “open door policy” that 

encourages communication and dialogue; and they also provide regular opportunities for 

students in their residence hall to engage with them during social programs that they 

offer. Therefore, because students in distress often turn to peers for times of help instead 

of college counseling center professionals, this group often serves as a “…first line of 

defense against suicide in the college setting and should be educated in the warning signs 

of depression and suicidality” (Tompkins & Witt, 2009, p. 134).  In a study that 

examined the short-term effects of QPR training in students who served as RAs in the 
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residence hall, Tompkins and Witt (2009) found that 96% of the RAs evaluated QPR 

favorably; and the training also increased participants’ beliefs in their intention to 

perform the gatekeeper role.  However, while RAs indicated favorable results from the 

training, there were not any changes reported in behavior.  Thus, RAs did not enact any 

of the gatekeeper behavior roles such as asking a person about suicidal thoughts, 

persuading him to get help, or referring him to a helping resource (Tompkins & Witt, 

2009).    

      In another study that evaluated the effects of QPR training for various groups within 

the campus community, Indelicato, Mirsu-Paun, and Griffin (2011) collected data over a 

three-month period regarding participants’ self-reported knowledge about  suicide 

prevention, their thoughts about intervening with those who were suicidal, and their use 

of training information.  Results showed that males reported less knowledge retention 

than females regarding suicidal warning signs and information about sources for help 

(Indelicato, Mirsu-Paun, & Griffin, 2011).  Participants reported that they maintained 

their increased knowledge of suicidal warning signs across the three-month evaluation 

period.  However, students revealed less confidence in their skills of persuasion and 

referral as well as their ability to know when to ask the “S” question (Indelicato et al., 

2011).  Lastly, during the one- and three-month follow-up evaluations, some participants 

reported coming into contact with a person who was suicidal.  Results demonstrated that 

at one-month post-training, of those who had contact with suicidal individuals, 80.7% 

used the skills learned sometimes, almost always, or always.  Furthermore, at the three-
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month follow-up, 87.2% reported using QPR skills if they came into contact with a 

suicidal person (Indelicato, et al., 2011).         

In another campus-wide evaluation of QPR that measured both the short- and 

long-term effects of the training, results were positive regarding QPR outcomes 

(Mitchell, Kader, Darrow et al., 2013).  From this study, positive effects of QPR included 

increased awareness in the following areas: (a) recognizing suicide warning signs, (b) 

persuading someone to get help, and (c) knowing local resources for help.  In addition to 

these results, participants also experienced a gain in their understanding about knowing 

when to ask the “S” question.  However, these gains diminished over time and returned to 

their pre-training baseline level three to six months later.  The researchers also examined 

demographic differences and found that there was not a significant difference in the 

effects of the training on demographic variables “…which suggests that QPR gatekeeper 

training is potentially useful information for a broad cross-section of campus 

stakeholders” (Mitchell, Kader, Darrow et al., 2013, p. 145).   

Gatekeeper training appears to be a promising intervention for suicide prevention.  

However there remains a need to evaluate its effectiveness in producing behavior change 

in those who have been trained (Chagnon et al, 2007).  Regardless of the need for 

continued evaluation, information obtained from the previously mentioned studies 

suggests that gatekeeper training may increase the self-efficacy of participants.   

Therefore, it is useful to explore the theoretical framework that uses self-efficacy as a 
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core construct to explain how QPR can be effective in producing behavior change in 

those who participate in the training.    

Theoretical Foundation 

The effectiveness of gatekeeper training for suicide prevention is grounded in the 

gatekeeper’s ability to feel confident in his ability to identify and intervene in a suicidal 

situation.  There are numerous factors that may influence a person’s confidence to 

intervene.  For instance, a trained gatekeeper may lack confidence if he does not have the 

knowledge of warning signs and cues that may indicate the threat of suicide.  

Furthermore, a person may lack confidence if he does not believe that intervening has the 

ability to save a person who may be at risk for suicide.   

Health education and health behavior theories exist that may be used to assist in 

evaluating gatekeeper training and its ability to promote confidence for a person who has 

been trained.  Social Cognitive Theory ([SCT], Bandura, 1986) is a theoretical foundation 

that examines the interactions of people in their environments and the psychosocial 

determinants of health behavior, and may be of particular interest in analyzing gatekeeper 

training efforts (Boston University School of Public Health, 2013).  SCT is a behavioral 

prediction theory that has been applied to prevention and health promotion in areas such 

as smoking cessation, physical activity, and violence prevention (King, Vidourek, & 

Strader, 2008; Redding, Rossi, Rossi, Velicer, & Prochaska, 2000).  SCT is based on the 

tenet that there are determinants that correspond with changing health behavior.  These 

core determinants that are fundamental to behavior change are: (a) knowledge of health 



 

47 
 

risks and benefits, (b) the belief that one can control his own health habits, (b) 

expectations regarding the costs and benefits of certain health behaviors, (c) goals and 

strategies for accomplishing those goals, and (d) facilitators and impediments to change 

(Bandura, 2004).  SCT emphasizes reciprocal determinism, which has been described as 

the continuous interaction between the individual, the environment, and the individual’s 

behavior (Bandura, 1977).  There are several concepts within SCT that hold relevance for 

health education and suicide prevention efforts on college campuses.  This theoretical 

foundation has also been used to address the effectiveness of gatekeeper training (King et 

al., 2008).  Specifically, the following components of SCT relate to gatekeeper training 

for suicide prevention: self-efficacy, outcome expectations, and observational learning.    

Self-Efficacy  

 Self-efficacy is a widely known SCT concept and refers to the belief about one’s 

ability to perform a behavior that produces a desired outcome (Bandura, 1977).  When a 

person has a strong efficacy expectation (i.e., believes he can execute the behavior that is 

needed to provide the result), he is more likely to continue to perform the behavior, even 

when faced with barriers or challenges (Bandura, 1977; King et al., 2008).  When 

applying the concept of self-efficacy to gatekeeper training, a person who has confidence 

in his ability to recognize suicide warning signs may be more likely to ask an at-risk 

person if that individual is suicidal.   

 The strength of a person’s belief in his own effectiveness appears to be a strong 

indicator as to whether he will perform an action.  Furthermore, when people doubt their 
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abilities, they tend to avoid threatening situations that may require the action in question 

(Bandura, 1977).  Yet, a person is generally more likely to approach and intervene in 

certain situations when he believes he is more capable of handling them effectively.  A 

person’s efficacy expectations may come from a variety of sources, including 

performance accomplishments, vicarious experiences, verbal persuasion, and emotional 

arousal (Bandura, 1977).  Performance accomplishments are based on an individual’s 

ability to experience a situation with success.  While it is unlikely that all performances 

will produce the desired results, it is important to note that failures also aid in providing 

experiences that can be used later when confronted with the situation again.  In 

gatekeeper training, participants learn that not all interventions are met with acceptance 

from the person who is at risk for suicide.  However, it is important for the gatekeeper to 

overcome that fear by continuing to ask the “S” question to those whom he is concerned 

may be at risk for suicide.   

Vicarious experiences allow gatekeepers not only to utilize information from their 

personal interventions, but also rely on the “success stories” of others.  For instance, this 

can occur during various training opportunities on university campuses where 

participants share the details of how they responded to suicidal students.  Those who are 

listening to these testimonials can benefit because they can apply this information in the 

future—based on someone else’s experience.  In addition, gatekeepers, such as RAs, are 

often in student leadership positions and can share their own experiences of encountering 

a suicidal person and how they responded.  Other gatekeepers can then use this 
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information and apply it to how they can respond when they interact with a person in 

distress.  While there is value in utilizing the vicarious experiences of others, it is a less 

dependable source of information; and as a result, the efficacy expectations may be lower 

(Bandura, 1977).    

Verbal persuasion is another technique used to influence human behavior that 

involves  influencing others to believe that they can cope with situations that may have 

overwhelmed them in the past.  In regards to gatekeeper training, participants are led 

through a series of exercises that discuss common myths related to suicide and suicide 

interventions.  The QPR trainer discusses these myths with participants and provides 

evidence-based data that refutes these myths.  Suicide can be a sensitive subject for some; 

and gatekeeper training has the ability to affect the last determinant of self-efficacy—

emotional arousal.  When one has a high amount of emotion, he may allow that fear to 

influence his ability to respond to a suicidal person.  QPR trainers aim to reduce negative 

thoughts or emotions that participants may have by debunking the preconceived myths 

that typically prevent a person from intervening.  For instance, a common myth that 

prevents a person from intervening is the misperception that asking a person about 

suicide will put the idea into his head (American Foundation for Suicide Prevention, 

2013).  Furthermore, people also have a fear of saying the word “suicide.”  However, 

during the beginning of QPR, trainers explain that asking the “S” question shows a 

person that you care about his well-being and is therefore not likely to plant the idea of 

suicide in his mind.   
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Outcome Expectations 

Outcome expectations have been defined as “a person’s estimate that a given 

behavior will lead to certain outcomes” (Bandura, 1977, p. 193).  Furthermore, this term 

also includes the perceived value of those outcomes (McAlister, Perry, & Parcel, 

2008).  A person may believe that a specific action can produce a positive 

result.  However, if the individual is not confident in his ability to act, that belief will not 

influence his behavior.  King, Vidourek, and Strader (2008) explored outcome 

expectations in their study of perceived self-efficacy among college students trained in 

QPR at three universities.  Results from their research showed that 22% of participants 

believed they could help a friend at risk to see a mental health professional if they 

recognized a friend at risk for suicide (King et al., 2008).  Therefore, QPR training has 

helped participants understand that their act of intervening is not “wishful thinking” and 

they can truly make a difference. 

While confidence in one’s ability to act is a key concept in outcome expectations, 

perception is another fundamental aspect of the definition.  Risk of suicide and suicidal 

behavior is not a “black and white” issue.  SCT was built on the concept that human 

nature is subjective, and a person’s actions “are not based solely on objective reality but 

on their perceptions of it” (McAlister, Perry, & Parcel, 2008, p. 178).  For instance, a 

suicidal person often demonstrates some ambivalence about his choice of committing 

suicide, even up to and after a suicidal act is performed (Firestone, 2012).   However, that 

demonstrated ambivalence may prevent a gatekeeper from responding to a person who is 
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on the cusp of taking his own life.  Thus, gatekeeper training provides participants with 

various direct and indirect cues and warning signs that a person should look for in 

assessing the suicidal risk of a person.  Additionally, participants are taught how to be 

persistent in the face of ambivalence and how to trust their intuition when dealing with 

suicide, thereby acknowledging that perception is a key factor in the intervention 

process.   

Observational Learning 

 Quinnett (2013) discussed the role of gatekeeper fear in failing to intervene when 

faced with a suicidal person.  Gatekeeper fear typically consists of the misperception that 

asking a person about suicide will then put the thought in a person’s head and/or that it 

may cause the person to become upset.  This type of basic fear may result in a 

gatekeeper’s missing cues and warning signs from a suicidal person.  Furthermore, 

gatekeeper fear or anxiety may result in asking the “S” question incorrectly.  An example 

of asking the “S” question incorrectly is, “You’re not thinking of suicide, are you?”  This 

type of inquisition is not recommended for the following reasons: (a) it may be 

interpreted incorrectly, (b) it may prompt a person to be less forthcoming, or (c) it may 

cause the person to retract the threat of suicide.    

According to Quinnett (2013), “the most difficult probe to teach professionals was 

to directly inquire about presence of suicidal ideation, plans and past history…” (p. 28).  

To help combat the fear that one may have of asking the “S” question, the QPR Institute 

recommends that QPR trainings include a role-play scenario.  Role-playing is a type of 
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observed learning and has been found to be effective in overcoming these obstacles 

(Quinnett, 2013).  Thus, observational learning is another key construct of SCT that is 

applicable to gatekeeper training because it shows the importance of learning through 

exposure to peer modeling.  In a study regarding the effectiveness of gatekeeper training 

in both clinical and non-clinical staff at Veterans Affairs Counseling Centers, researchers 

determined that behavioral rehearsals of asking the “S” question were effective for both 

groups.  In fact, nonclinical staff members reported that these role-playing exercises were 

“novel” (Matthieu, Cross, Batres, Flora, & Knox, 2008), suggesting that rehearsing the 

QPR skills in a controlled setting can foster a person’s self-efficacy to successfully 

intervene with a suicidal person.  Furthermore, Tompkins and Witt (2009) found that 

QPR training was beneficial for those skilled RAs who had the opportunity to enhance 

their communication skills during guided role-playing opportunities.   

In addition to acquiring knowledge gained from role-play scenarios that involve 

asking a person about having suicidal thoughts, observational learning can also come 

from a person’s own experiences (Redding et al., 2000).  In their study regarding self-

efficacy among college students, King et al. (2008) concluded that participants who had 

previous exposure to suicidal individuals were more confident in their ability to perform 

the behavior of asking the “S” question compared to those who did not have prior 

experience.  Therefore, gatekeepers can play a critical role in identifying those who are at 

risk for suicide.  However, in addition to identifying at-risk individuals, gatekeepers must 

also feel confident in their ability to intervene.  Prior exposure and role-playing 
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experiences can play a significant role in increasing the confidence of these gatekeepers.  

As a result, gatekeepers who report higher levels of confidence have the ability to 

positively impact the campus community by providing support to those students who are 

suicidal and referring them to the appropriate helping resources.     

Reporting high levels of self-confidence and self-efficacy is a measurable 

behavior in QPR that determines gatekeeper confidence.  Measuring levels of perceived 

confidence has been found to be an effective tool in evaluating this program (King et al., 

2008).  However, limited studies have been conducted that examined a person’s 

perceived self-efficacy and the influence of this construct on a gatekeeper’s ability to 

intervene with suicidal individuals.  

Summary  

 The incidence of suicide on college campuses can have a profound impact on 

communities.  Data indicates that suicide is the second leading cause of death for college 

students.  Furthermore, “every 2 hours and 3 minutes, approximately one youth under the 

age of 25 commits suicide” (King et al., 2008, p. 608).  In addition to those who die by 

suicide, there are also vulnerable people who make attempts on their lives every day.  In 

fact, “for every one documented suicide completion, there are approximately 100 to 200 

who have attempted” (Tompkins et al., 2010, p. 506).  There are numerous risk factors 

associated with suicide and suicidal behavior.  The transition to college can be a difficult 

time period, particularly for students who have a pre-existing mental health condition and 

who lack essential life skills that foster resilience (Jodin & Robertson, 2013; Tompkins & 
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Witt, 2009). These factors, coupled with the fact that students have been shown to have 

the tendency to resist seeking help from professionals who are available on campus 

(Tompkins & Witt, 2009), make the college population an important group to target for 

suicide prevention efforts.   

 Nationally, the Surgeon General began addressing the importance of viewing 

suicide as a public health problem in 1999.  From there, various agencies have focused 

their attention in joining this nationwide movement to provide resources for colleges and 

universities who aim to implement suicide prevention strategies.  Additionally, federal 

monies have been allocated for suicide prevention efforts.  When implementing these 

national strategies, colleges and universities must utilize a coordinated approach that 

involves the collaboration of multiple academic offices and departments.  Gatekeeper 

training is a suicide prevention strategy that has been used in various fields and settings.  

Gatekeeper training is a method used to provide awareness regarding suicide by 

educating participants on suicidal warning signs, risk factors, and resources for help 

(Indelicato et al., 2011).  While there are a variety of gatekeeper trainings available, one 

commonly used program on college campuses is QPR.  Developed in 1995, QPR has 

been implemented nationwide to a variety of audiences; however, there has been limited 

research to provide insight about the program’s effectiveness.   
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CHAPTER III 

METHODOLOGY  

 This study involved a secondary analysis of gatekeeper trainings.  The study used 

a mixed-methods design for analysis of this data.  The following chapter describes the 

population and sample under study, the IRB process, instruments used for data collection, 

and analysis procedures.     

Population and Sample  

The participants for this study were a convenience sample of undergraduate 

students (aged 18 and older), faculty, and staff who participated in a certified, 90-minute 

gatekeeper training from the Fall 2012 - Spring 2013 academic year at a large public 

university in the Southwest.  Specifically, data was collected from matched pre-and post-

training surveys plus a three-month follow-up survey that participants completed.  Only 

data obtained from participants who completed the instruments at all three time points 

were used. The final sample consisted of 413 participants.  Permission was granted by the 

university’s Office of Health Promotion and Preventive Services to utilize the data for the 

study (see Appendix A).   

Human Participant Protection 

 An application for exempt review status was submitted to and approved by the 

Texas Woman’s University (TWU) Institutional Review Board (IRB) (see Appendix B).  

The research study met the requirements for exempt status because the research study was 
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a secondary analysis of IRB-approved data, and the principal investigator received de-

identified data from the university where the data was collected.      

Data Collection Procedures  

The researcher conducted a secondary analysis of results obtained from 

gatekeeper trainings that were conducted at a large university in the Southwest as part of 

a federal grant received from the Substance Abuse and Mental Health Services 

Administration (SAMHSA) to increase outreach in suicide prevention.   Training sessions 

have been ongoing, and each session was issued a unique identification number assigned 

by the university’s Office of Health Promotion and Preventive Services.  Also, each 

participant was assigned a unique ID number that corresponded with the issued training 

number.    

Instruments 

 Three separate instruments were utilized by the university’s Office of Health 

Promotion and Preventive Services as part of the gatekeeper training analyzed for the 

study.  These instruments included a pre-test, post-test, and a three-month follow-up 

survey.  Each instrument contained a group of six Likert-scale questions focusing on self-

efficacy and likelihood to intervene.  The six questions that were analyzed as part of this 

research study included the following: 

1. If someone I know was showing signs of suicide, I would directly raise the 

question of suicide with them.  
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2. If a person’s words and/or behavior suggest the possibility of suicide, I would ask 

the person directly if he/she is thinking about suicide. 

3. If someone told me they were thinking of suicide, I would intervene. 

4. I feel confident in my ability to help a suicidal person. 

5. I don’t think I can prevent someone from suicide. 

6. I don’t feel competent to help a person at risk of suicide. 

 Prior to analysis of these questions, items five and six were reverse coded for 

directional consistency.  Two scales were then calculated: perceived self-efficacy and 

likelihood to intervene.  Likelihood to intervene was formulated by averaging the scores 

for items 1 through 3, and perceived self-efficacy was formulated by averaging the scores 

for items 4 through 6.  Reliability and validity had not been determined for the 

instruments used in the study.  Therefore, Cronbach’s alpha was used to determine the 

internal consistency of the scales, perceived self-efficacy, and likelihood to intervene to 

measure the survey’s reliability.  The results of the reliability analyses revealed 

acceptable inter-item reliability for perceived self-efficacy (Cronbach’s alpha = .727).  

Although the inter-item reliability for likelihood to intervene (Cronbach’s alpha = .693) 

was slightly below the generally accepted cutoff for reliability of .7, the reliability of the 

scale was still considered sufficient due to its extremely close proximity to the cutoff.  

Also, Cronbach’s alpha inflates correspondingly with increases in the number of items 

within a scale; therefore, the slightly low alpha may simply have been a consequence of 

having few items within the scale (M. Shadden, personal communication, May 5, 2014).  
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 Pre-test.  The pre-test (see Appendix C) was developed by the QPR Institute and 

was used to assess the beliefs of the participant regarding suicide prevention prior to the 

training.  Specifically, this questionnaire measured the pre-training belief in one’s ability 

to identify and intervene if he encountered a person with suicidal thoughts. Questions 

also pertained to participants’ current knowledge of suicide.   

 Post-test.  The second questionnaire was the Garrett Lee Smith Memorial Suicide 

Prevention Cross-Site Evaluation (see Appendix C), which was used as a post-test at the 

conclusion of the training.  All university campuses that have been awarded federal 

money from SAMHSA utilize this instrument.  Questions from this instrument were 

derived from the following programs that have been recognized by the Suicide 

Prevention Resource Council to be a best practice: QPR, Assessing and Managing 

Suicide Risk: Core Competencies for Mental Health Professionals (AMSR), and Campus 

Connect (J.Wolff, personal communication, August, 15, 2013).  The Cross-Site 

Evaluation was used to measure knowledge and self-efficacy as well as to collect 

demographic information.  Data from this instrument was also sent to SAMHSA and has 

been used to evaluate the outcomes of all schools that received the Garrett Lee Smith 

federal grant.   

 Three-month follow-up survey.  The final questionnaire (see Appendix C) was 

distributed to participants electronically three months after completing the 90-minute 

QPR training.  This instrument utilized the six questions from the pre-survey plus 

additional qualitative questions drafted by the university’s Office of Health Promotion 
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and Preventive Services.  The questions were used to assess if participants were able to 

articulate key concepts of intervening with suicidal individuals and included: 

 I can recognize warning signs of suicide.  

Give some examples of warning signs.  

 I can intervene to help prevent suicide.  

Give some examples of how to intervene.  

 Have you used any of the information provided in the QPR training?  

 If yes, please describe.   

Data Analysis 

 Data was analyzed using the Statistical Package for Social Sciences (SPSS), 

version 19.  Descriptive analyses were used to describe variables related to demographic 

factors and other social factors.  Results were analyzed from three data collection time-

points (pre- and post-training and three-month follow-up).  Independent sample t-tests 

were conducted to test for relationships among the six questions identified for analysis 

and each participant’s university role and gender.  Additionally, two repeated measures 

multivariate analysis of variance analyses (MANOVA) were used to measure any change 

from pre-, post- and three-month follow-up surveys for the individual items as well as the 

perceived self-efficacy and likelihood to intervene scales.    

Qualitative Data Analysis 

Qualitative data analysis was used to examine the written responses to the open-

ended questions from the three-month follow-up instrument. This process involved: (a) 
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preparing the raw data, (b) organizing and preparing the data for analysis, (c) reading 

through the data, (d) coding, (e) creating themes, interpreting the meaning of the themes, 

and (f) validating the accuracy of the information (Creswell, 2009).  The data was 

prepared and organized by grouping responses by question and transporting the 

qualitative responses from SPSS into Microsoft Word 2010.  Next, the qualitative 

responses were read to obtain a general idea of the information and reflect on its 

meaning.  Codes were developed based on re-occurring information/statements that 

emerged from the respondents.  These codes were abbreviations of the material that 

allowed the data to be categorized based on developing trends.  Next, major themes and 

concepts were identified based on inductive reasoning used during the coding process.  

Thematic analyses of the findings were used because the statements were too short for a 

deeper interpretation of the data. However, enough information was available to reach a 

point of saturation where the themes clearly emerged.  Finally, the findings were 

validated by utilizing a second coder to cross-check the codes developed for intercoder 

agreement.  A second coder was also used to review data, validate the findings, and 

provide further insight regarding alternative interpretations of the data.  This second 

reviewer earned her doctorate in Educational Administration and has extensive 

experience in qualitative research methods.  To summarize, the researcher and an 

experienced expert read, coded, and interpreted the findings; then they met to discuss and 

corroborate the results. 
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In order to establish reliability of the qualitative data, the researcher followed a 

series of steps to ensure consistency (Creswell, 2009).  First, transcripts were checked to 

confirm that mistakes were not made when the data was transferred from SPSS into a 

Microsoft Word document.  Also, coordinated communication took place between the 

primary and secondary coder to compare data with the selected codes.  Data were 

validated by triangulating the qualitative data with portions of the quantitative data.  The 

evaluation of suicide prevention efforts can be complicated, and this study reflected the 

strengths that both qualitative and quantitative research provides.  Thus, the mixed-

methods approach used for this study provided a more robust interpretation of the 

research findings.   

Summary  

 This research study utilized secondary data collected from gatekeeper trainings 

that were conducted as part of a national GLSMA grant.  Data analysis was conducted on 

data collected at three different time points in an academic year.  Prior to data analysis, 

the three instruments were tested for validity and reliability.  Quantitative data was 

analyzed using SPSS software; and qualitative data was read, interpreted, and reviewed 

for thematic consistency.  
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CHAPTER IV 

RESULTS 

The purpose of this study was to examine the self-efficacy of those who 

participated in a suicide prevention gatekeeper training program at a college campus.  

Specifically, a quantitative design was used in this study to examine whether 

participation in the training program impacted self-efficacy levels post-intervention and 

whether the effects persisted at a three-month follow-up.  Additionally, a qualitative 

approach was used in this study to unveil whether participants in the program had used 

their training, and if so, how.  The purpose of Chapter 4 is to present the results of 

statistical analyses as they related to the research design presented in Chapter 3.   

This chapter begins with information about demographic and descriptive 

characteristics of the sample and preliminary results that justified inclusion of covariates 

in the model.  Next, this chapter shows results of preliminary results among the variables 

of interest and the potential covariates.  The primary results used to evaluate the 

hypothesis follow the preliminary results, using repeated measures MANOVAs to detect 

statistically meaningful differences in means of the continuous outcome variables.  The 

alpha level was set at .05, so results with p values < .05 are discussed as significant. SPSS 

Version 19 was used for the analyses.  The chapter concludes with a short summary of 

the results.   
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Description of the Sample 

Frequencies and percentages were used to provide a demographic profile of the 

participants and are displayed in Table 1 of Appendix D.  Regarding their role at the 

university, participants were separated based on student status.  Approximately, 62% 

(n=257) participants were students (graduate and undergraduate), leaving 34.4% (n=142) 

who served as faculty or staff at the university.  When examining student status, the 

majority of student participants identified themselves as juniors (24.2%), followed by 

freshman or sophomores (18.9%), seniors (14.3%) and then graduate students (8.7%).  

Most participants were heterosexual (86.9%).  Also, there were more females (79.2%) 

than there were males (16.5%) in the sample, and the majority of the participants were 

Caucasian (71.2%), followed by Hispanic (24.7%), Asian (7.7%), Black (4.8%), and 

American Indian (3.7%).  To ensure valid results, race demographics were grouped into 

balanced dichotomies— white (78%) and non-white (22%) (M. Shadden, personal 

communication, September 15, 2014).  Participants’ ages ranged from 18 years to 66 

years (M = 27.86, SD = 12.11).   

Table 2 (see Appendix D) shows means and standard deviations for the individual 

items from pre-intervention, post-intervention, and three-month follow-up, along with the 

mean and standard deviation of age.  The means for all six pre-intervention items ranged 

from 3.14 (confident can help) and 4.34 (would intervene).  The post-intervention means 

ranged from 3.94 (can’t prevent) to 4.68 (would intervene).  At the three-month follow-

up, the means ranged from 3.82 (can’t prevent) to 4.69 (would intervene).   
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Means and standard deviations for continuous variables likelihood to intervene 

and perceived self-efficacy were also collected at each time point (see Appendix D, Table 

3).  Participants’ likelihood to intervene scores ranged from 1 to 5 (M = 3.90, SD = .67) 

at pre-intervention.  The average likelihood to intervene score increased to 4.53 (SD = 

.50) at the post-survey with a range from 2.67 to 5.  However, at the three-month follow-

up, averages decreased to 4.38 (SD = .56).  Perceived self-efficacy scores ranged from 

1.33 to 5 (M = 3.33, SD = .71) at the pre-intervention.  Average post perceived self-

efficacy scores increased to 4.07 (SD = .66) with scores ranging from 2 to 5.  

Participants’ three-month perceived self-efficacy scores decreased to an average of 3.96 

(SD = .64) with a range of 2 to 5.   

Quantitative Results  

Preliminary Results 

Independent sample t tests were conducted to compare university roles to pre-

intervention means of the six items (directly raise question, directly ask, would intervene, 

confident can help, can’t prevent, and not competent to help; see Table 4 in Appendix D).  

Independent sample t tests revealed that student participants (M = 3.57, SD = .88) had 

significantly lower responses for directly raising questions than did non-student 

participants (M = 3.94, SD = .92) on directly raising questions, p < .001.  In addition, 

student participants (M = 3.53, SD = .88) had significantly lower responses for directly 

asking than did non-student participants (M = 3.97, SD = .86) on directly raising 

questions, p < .001.  No other item significantly differed by university roles.  Independent 
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sample t tests were performed to compare the means of the participants’ scores on the six 

items for males and females.  Males and females did not significantly differ in their 

average directly raise question scores.  Also, there was not a significant difference 

between males and females for the remaining five items analyzed (see Table 5 in 

Appendix D).   

Tables 6 and 7 (see Appendix D) display the results of independent sample t tests 

for likelihood to intervene and perceived self-efficacy based on university role and 

gender, respectively.  Regarding university role, there was a significant difference 

between students and non-students for likelihood to intervene.  Non-students’ likelihood 

to intervene scores were significantly higher (M= 4.08, SD= .72) compared to students 

(M=3.81, SD= .63) (see Table 6 in Appendix D).  There was no significant difference 

based on gender for likelihood to intervene and perceived self-efficacy (see Table 7 in 

Appendix D).     

Primary Results for Hypothesis and Research Question One 

Tables 8 and 9 (see Appendix D) show the results of the repeated measures 

MANOVA analyses for the two scales and the six individual items, respectively.  

Because none of the potential covariates were significantly related to more than half of 

the items or scales, it was determined that none of the potential covariates would be 

included in the analysis; therefore, the repeated measures MANOVAs were used only to 

determine within-group effects.  The research question for the quantitative component of 

this study asked whether the QPR suicide prevention training increased participants’ self-
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efficacy for aiding in suicide prevention.  Study results indicated that the QPR training 

had a positive effect on self-efficacy.   

Results for suicide prevention scales.  The null hypothesis for the study stated 

that there would be no statistically significant difference between pre-, post-, and follow-

up training evaluations of participants’ self-efficacy in helping a suicidal person, as 

measured by six individual survey questions and two composite scales created from the 

individual items.  The analyses that follow present the results of testing this hypothesis.  

As shown in Table 8, the repeated measures MANOVA revealed a significant main effect 

of measure over the three time periods, F (1) = 377.80, p < .001, η
2
 = .488, as well as a 

significant main effect of time, F (2) = 316.32, p < .001, η
2
 = .443.  For the main effect of 

measure, results revealed that likelihood to intervene scores were significantly higher 

than were perceived self-efficacy scores, regardless of time.  For the main effect of time, 

results revealed that regardless of measure, post-scores were significantly greater than 

were pre-scores.  Although three-month follow-up scores were slightly lower than post 

scores, they still remained significantly higher than pre-scores.  Based on these results, 

and more that follow, the researcher was able to reject the null hypothesis.   

These main effects were qualified by a significant interaction between measure 

and time, F (2) = 6.48, p = .002, η
2
 = .016.  Figure 1 provides an illustration of the subtle, 

but statistically significant interaction.  Both likelihood and perceived self-efficacy scores 

were significantly higher after the QPR suicide prevention training (post-intervention).  

Likelihood to intervene and perceived self-efficacy scores also remained significantly 
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higher at the three-month follow-up than at pre-intervention; however, there was a small, 

yet significant drop in likelihood to intervene and perceived self-efficacy scores from 

post-intervention to three-month follow-up.  If the trend continued at the same rate 

beyond the three-month follow-up, perceived self-efficacy scores would eventually 

become greater than likelihood to intervene scores.   

 
Figure 2. Mean measure score over time. 

 

Results of individual items.  Information in Table 9 shows the repeated measures 

MANOVA for the individual items. The results revealed a significant main effect of 

measure, F (5) = 192.31, p < .001, η
2
 = .335 in addition to a significant main effect of 

time, F (2) = 307.99, p < .001, η
2
 = .446.  For each measure, all changes in scores across 

time points were statistically significant except for the change in scores from post to 

three-month follow-up for would intervene and not competent to help, thus providing 

further evidence in support of rejecting the null hypothesis that the QPR training had no 
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effect on self-efficacy for suicide prevention.  Within each time point, all differences 

between item means were statistically significant except for two cases: directly raise 

question and directly ask (at all-time points), and confident can help and not competent to 

help (at three-month follow-up).  The main effects were also qualified by a significant 

interaction between measure and time, F (10) = 23.27, p < .001, η
2
 = .057. 

Main effect of measure and interaction.  For the main effect of measure, there 

were significant differences between the variables at each of the time points: pre-

intervention, post-intervention and three-month follow-up.  The following section will 

provide a more detailed description of these results at these time points.    

Pre-intervention.  Prior to the QPR training, for the main effect of measure, 

would intervene scores were significantly higher than the scores for all other measures 

(M=4.34, SD = .68).  Additionally, confident can help (M=3.15, SD = .93) scores were 

significantly lower than were all other measures at pre-test.  Data collected prior to the 

QPR training revealed significant differences between most items.  In fact, the only 

statistically insignificant difference of main effect was between directly raise question 

(M=3.69, SD = .92) and directly ask (M=3.69, SD = .90).   All other differences between 

the remaining measures were statistically significant.  For instance, directly raise 

questions scores were significantly lower than would intervene scores at the pre-test, but 

significantly higher than confident can help, can’t prevent (M=3.52, SD = .82),  
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and not competent to help (M=3.33, SD = .94) scores.
1
  Next, the directly ask measure 

was significantly lower than would intervene scores at the pre-test and significantly 

higher than confident can help, can’t prevent, and not competent to help.  Regarding the 

main effect of measure for not competent to help scores, they were significantly higher 

than confident can help, but significantly lower than all other measures.  Can’t prevent 

scores were significantly higher than not competent to help and confident can help scores, 

but significantly lower than all others.   

Post-intervention.  After the intervention of the QPR training, the interactions 

between the variables and time/intervention come to light.  Before the intervention, the 

order of average scores from highest to lowest was: 1. would intervene, 2. directly raise 

question and directly ask (tied), 3. can’t prevent, 4. not competent to help, and 5. 

confident can help.  After the intervention, the order from highest to lowest was: 1. would 

intervene (M=4.68, SD = .49), 2. directly raise question (M=4.44, SD = .60) and directly 

ask (M=4.44, SD = .62), 3. confident can help (M=4.20, SD = .62), 4. not competent to 

help (M=4.06, SD = .90), and 5. can’t prevent (M=3.94, SD = .95).   All significance and 

orderings remained the same as in pre-intervention with the exception of confident can 

help, can’t prevent, and not competent to help.   

The interaction effect of measure with time is more clearly illustrated in Figure 3.  

The QPR training intervention had a greater effect on participants’ confident can help 

                                                           
1It is important to remember during interpretation that can’t prevent and not competent to help measures were reverse coded so that 
higher scores on these variables followed the same directional construct as the other variables. For instance, higher scores on confident 

can help indicated that a participant felt highly confident that they could help, whereas higher scores on can’t prevent (original 

coding) meant that the participant felt strongly that they were not be able to prevent a suicide.  Reverse coding this variable now 
means that higher scores indicate the participant feels strongly that they can prevent a suicide. 
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scores than it did on their can’t prevent and not competent to help scores.  Conversely, 

although the QPR training intervention did have a significant effect on participants’ can’t 

prevent scores, the size of the effect was smaller for can’t prevent than it was for  

confident can help and not competent to help.  It can be stated that the ordering of these 

three measures was significantly reversed after the intervention.  Although it is complex 

and difficult to explain the full scope of the interaction effects, it is relatively clear from 

the slopes between pre- and post-intervention in the figure that the QPR training 

intervention had the largest effect on participants’ confidence in helping and the smallest 

effect on either participants’ would intervene scores or can’t prevent scores.  These 

results provide a more complex understanding underlying the research question and 

hypothesis because they indicate that the effect of QPR was greater for some types of 

self-efficacy than others.   
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Figure 3. Mean item score over time. 

 

Three-month follow-up.  Data was also collected for a three-month follow-up 

survey to determine if the effects of the intervention persisted over time beyond the initial 

post-intervention survey.  The significance and ordering remained constant from post-

intervention to three-month follow-up, with one exception; although average confident 

can help scores (M=4.04, SD = .70) remained higher than average not competent to help 
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scores (M=4.02, SD = .89), the difference was no longer statistically significant.  Would 

intervene (M=4.69, SD = .53) remained significantly higher than all other measures, and 

can’t prevent (M=3.82, SD = .92) remained significantly lower than all other measures. 

Directly raise question (M=4.22, SD = .74) and directly ask (M=4.23, SD = .73) 

remained statistically indistinguishable from one another, although they both were 

significantly higher than confident can help, can’t prevent, and not competent to help.  As 

for the interaction effects at three-month follow-up, would intervene scores had the least 

amount of treatment effect dissipation, and both directly raise question and directly ask 

had the largest decline.  In sum, regardless of the size of the initial intervention effect, the 

effects of the QPR training intervention were most sustainable for would intervene and 

least sustainable for directly raise question and directly ask.  It also appears as though the 

intervention effects deteriorated more rapidly for confident can help than for not 

competent to help, suggesting that the long-term sustainability of the effect is stronger for 

not competent to help scores than for confident can help scores.  However, it difficult to 

determine if these deterioration trends would continue indefinitely and linearly without 

additional follow-up data.   

Main Effect of Time  

 When looking at the main effect of time on the measures, almost all of the 

changes in scores were significant, thus providing more support to reject the null 

hypothesis and respond “yes” to the research question.  Specifically, with the directly 

raise question measure, pre-intervention scores were significantly lower than both post 
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intervention as well and three- month follow-up scores.  Results also showed a significant 

difference between the post and three- month follow-up scores with the three- month 

follow-up scores being lower.  Post intervention scores for directly ask were significantly 

higher than the pre-intervention scores. 

 When examining the difference in scores for directly ask, results indicated a 

significant increase in scores from the pre- to three-month follow-up.  Additionally, there 

was a significant increase from pre- to post-intervention scores (M=3.67 and M=4.46, 

respectively).  However, there was a significant decrease from post-intervention to three-

month follow-up means.  While there was a significant decrease from post- to three-

month follow-up, the three-month follow-up scores were still significantly higher than 

pre-intervention scores (M=4.22 and M=3.67, respectively).   

 Would intervene means also significantly increased along all three time points.  

Specifically, pre-test would intervene scores had a mean of 4.32 compared to 4.68 at 

post-intervention.  Additionally, scores remained the same from post- to three-month 

follow-up.  Confident can help scores significantly increased from pre-intervention to 

three-month follow-up.  Specifically, scores increased from pre-test (M=3.14) to post-test 

(M=4.21).  However, there was a significant decrease from post-test to three-month 

follow-up (M=4.04) scores.  However, three-month follow-up scores remained 

significantly higher than pre-intervention scores.   

 When looking at the main effect of time on the can’t prevent measure, there was a 

significant increase in scores along all three time points.  Post-intervention scores 
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significantly increased from pre-intervention scores.  Except, as similar to the previous 

measures, post-intervention means (M=3.95) were significantly higher than three-month 

follow-up scores (M=3.83).  While there was a significant decrease from post-test to 

three-month follow-up, three-month scores were still significantly higher than pre-

intervention scores.  Last, the not competent measure also repeated the same trend as the 

previously listed measures with a significant increase along the three time points.  The 

post-intervention mean (M=4.07) was significantly higher than both the pre-test mean 

(M=3.34) and three-month follow-up mean (M=4.00).  However, the three-month 

follow-up score was significantly higher than the pre-test.   

Qualitative Results  

 QPR and other gatekeeper training programs are grounded in the ability to 

increase participants’ knowledge about suicide and detection of those who may be at risk 

for committing suicide.  Participants in the study were sent a three-month follow-up 

questionnaire after completing the QPR training.  Qualitative data from this instrument 

were analyzed, and general themes were identified for each question.  Findings from the 

qualitative data were validated by utilizing a second coder to cross-check the codes that 

were developed.   

Detection of Suicidal Warning Signs 

 Detection of suicidal warning signs is a major tenant of gatekeeper training.  In 

the three-month follow-up instrument, participants were asked if they could identify 

warning signs and if so, to list some.  Of the 413 participants in the study, 391 (94.67%) 
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responded to this question in the three-month follow-up.  While the results from the 

quantitative data revealed a decline in some measures at the three-month follow-up, the 

majority of the participants were able to provide rich examples of suicidal warning signs.  

For instance, one participant responded, “withdrawing from friends or family, drug or 

alcohol abuse, giving away possessions, hopelessness, having a plan, saying things won’t 

get better- futile outlook on things.”  When referring to suicidal warning signs, most 

participants mentioned depression.  For example, one respondent referred to depression 

as having “lack of appetite and lack of interest in activities.”  This person continued to 

list other suicidal warning signs as “hopelessness, talking about suicide, giving away 

possessions, and past attempts.”  Throughout the responses for this question, participants 

also provided over 60 expressions that infer suicidal intent.  Examples of these 

expressions included the following: I have nothing to live for…, there’s no point…, it will 

all be over soon…, I wish I could just fall asleep and never wake up…, and it’s not worth 

living….  As part of the QPR training, participants learned the importance of being alert 

to these types of verbal indicators that detect risk for suicide.  Table 10 provides a 

synopsis of the general themes and sample statements from participants that best illustrate 

these themes.   
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Table 4.10  

Suicidal Warning Signs Themes  

Thematic category  

 

Examples of responses  

 

Depression 

 

Behavioral signs that indicate depression 

  

Talking  

 

Talking about the following: death, suicide, hopelessness, 

self-worth, the future without them  

  

Giving away Giving away (prized) possessions/personal items 

  

Change Change in the following: mood, behavior, personality, diet, 

interests/activities, etc. 

 

Expressions Wish they could die, they want out, they would be better 

off if they weren’t here, better if they just disappeared, etc. 

 

 

Additionally, during the QPR training, participants were shown an image of the 

deadly triad.  This image is a representation of how substance abuse, firearms, and a 

person being in distress can significantly increase a person’s risk for suicide.  As part of 

their response in the three-month follow-up, participants listed aspects of this triad.  For 

instance, one participant wrote the following, “buying a gun, writing a letter why no one 

would miss them, giving favorite items of theirs away, saying no one would care if they 

are gone.”  Additionally, another respondent wrote, “statements about wanting to ‘end 

this,’ self-destructive behavior such as heavy drinking, withdrawal from normal 

activities.”  In addition to these themes, another common statement regarding warning 

signs was having a plan for suicide like stockpiling pills or acquiring a gun.    
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Intervening with Suicidal Individuals 

 Participants were also asked if they could intervene to help prevent suicide.  

Participants were then asked to give examples of how to intervene.  Three hundred and 

eighty-nine (94.19%) participants provided an answer to this question.  Table 11 listed 

the themes and examples of responses for this question.  The major themes from this 

segment of questions were: ask, refer, talk, and help also align with gatekeeper skills that 

participants learned from the training.   

Table 4.11 

Examples of How to Intervene  

 

Participant Comments: Give some examples of how to intervene  

 

Ask 

-  “Question someone about their actions, and directly ask if they have considered 

suicide, listen to their response, persuade them to get help, make a no suicide pact.” 

- “Ask about suicide thoughts and whether the person has plans; ask about support 

resources; ask person to agree to call a crisis line or yourself if thoughts of suicide 

increase; giving crisis line #; showing pt CAPS [showing patient Counseling and 

Psych Services] and walking them there.”   

- “Ask them directly about it, tell them you are here for them and that you care, talk to a 

help line or refer them to Campus Health.”  

 

Refer  

- “Question the individual about suicidal thoughts, prevent the person from acting on 

those thoughts by referring them to treatment centers.”  

- “Talk to the person, and ask about suicide, take them to CAPS or call 911.” 

- “I can question about their intent and refer them to various resources.”  

- “Asking the person directly, referring them to a mental healthcare professional.”  

 

(Continued)   
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Talk 

- “Talk with the person offer them your ear and let them know the resources out there 

for them.” 

-  “Talking, asking questions, not giving up.” 

- “Talk to them and ask what they are planning, listen and get help.” 

 

- “Ask the person directly: ‘are you considering killing yourself?’ Get the person to talk 

about it as much as possible without being judgmental. Don’t offer clichés like, ‘you 

would never do that would you?’” 

- “TALK TO THEM! Give them the chance to talk to you and show your support for 

them.  Also redirect them to more professional people, like at campus health or suicide 

hotlines, if you don’t feel prepared enough.”  

 

Help 

- “Talk about it, convince them to get help.” 

- “Ask the person directly, get them help, give them resources for help.” 

- “Ask someone directly if they are thinking of killing themselves. Persuade them to get 

help.  Refer them to someone that can help them.” 

- “I would suggest they get help, refer them to an agency, follow-up, etc.”  

- “Talk to them, take them to get help.”  

 

 

As corroborated by the responses in Table 11, most of the participants 

demonstrated their competency for being able to intervene by listing several interrelated 

examples.  For instance, one participant stated that when intervening, he/she would 

“directly question the person (don’t dance around the issue), persuade them to get 

professional help, get them to promise they won’t do anything until they have gotten 

help.”  This particular response illustrated the steps that were taught in QPR—question, 

persuade, and refer.   
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Research Question Two: Use of Gatekeeper Training 

 The last qualitative question in the three-month follow-up survey directly related 

to the second research question of the study which stated, “At the three-month follow-up, 

had participants used any of the training information? If so, how did they use it?”  Of 

those 413 participants in the study, 136 (32.9%) responded that they used the information 

they learned in the training.  Furthermore, of those 136 participants who responded in the 

affirmative, 127 (93.38%) provided examples regarding how they applied the 

information.  Of those who used the information from the training, the majority reported 

that information was used to ask suicidal individuals about intentions of committing 

suicide.  For example, one respondent stated, “I asked a person if they were thinking 

about suicide and was able to talk to them about it.”   

Another common response from participants regarding use of the information 

included referring suicidal individuals to professional resources that are available to assist 

the person with thoughts of suicide.  Most participants were able to list resources such as 

the campus health services, counseling center, and hotline numbers that were available to 

accept referrals of potentially suicidal people.  For instance, regarding referrals, one 

person explained: 

A student I advise was found burning/injuring herself.  We sat her down and  

talked to her.  We asked her to turn over the hot glue gun and razors, which she  

did. We had an in home evaluation, and she agreed to go to CAPS.   
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Furthermore, one respondent stated, “A friend of mine was feeling very depressed and 

mentioned suicide.  I listened to her problems and then told her about CAPS.  She was 

nervous to go and I offered to walk her over.”  Table 12 provided an illustration of how 

participants used the information obtained from gatekeeper training.   

Table 4.12 

Uses of Gatekeeper Training  

 

Participant Comments: Use of gatekeeper training   

Asked 

- “Had a suicidal friend and I asked the question, and this was the first chance she got to 

talk about it.  I openly asking [asked] about suicidal thinking and referring [referred] to 

resources for immediate or future needs, encouraging open communication.”  

- “Asking questions about how a person feels to see if they are considering suicide.”  

- “I went through the steps and directly asked a member of my family if they were 

having thoughts of suicide.  We talked and I was able to give them information.”  

- “I asked someone who was giving things away and was depressed.  It turned out he 

was okay.”  

- “Young female cutting herself in the bathroom.  Confronted her and asked how she 

was doing.  Told her I was there to help if she needed anyone to talk to.  I referred her 

to CAPS and other helpful resources on campus.”   

 

Referred   

- “Referred person to professional resources like: CAPS, hotline, health services, 

psychologist, and resources on campus.”  

- “Talking to my friend, referring them to get help.” 

- “Asking if they need help, providing resources.”  

- “Recommended the campus health services for guidance.”  

 
 

(Continued)  
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Informed 

- “I have shared resources and information about how to ask if someone is thinking about 

suicide with colleagues.”  

- “I educated other people and suggested the training to other people.” 

- “I used the QPR booklet authored by Dr. Paul Quinnett (1995).”  

- “Related basics of information to staff in unit and encouraged to attend training.”  

- “I have shared it with team members and had real life situations come up as a result of 

the discussion.”  

- “I mainly went through the training in order to help facilitate other related trainings I do 

with my student staff.  I felt the specific statistics around suicide here on-campus were 

some of the most helpful as it helped some of my students.”  

 

Signs  

- “Being more aware of the signs that a person may be asking for help.” 

- “As a health educator, I teach some of the suicide prevention information that was 

taught in the training such as warning signs and how to intervene.” 

- “I am in tune with the warning signs and have been able to recognize these more 

readily.  Prior to QPR training, I didn’t know how it was appropriate to ask the 

question.”  

- “I used the warning signs to recognize thoughts of suicide in a friend of mine and 

talked to mutual friends along with him about depression, suicide and getting help.” 

- “I have been aware of the warning signs and actively look for non-verbal cues.  

Working as a Resident Assistant in the Residence Halls, I have also provided residents 

with on-campus resources (CAPS, OASIS, DRC…).”   

Talked  

- “I have talked to many of my family and friends and recommended that they go 

through QPR training.”  

- “I had a friend who was going through a depress [sic] moment, and she kept on talking 

about not wanting to live, that she wanted to escape this world full of problems.  I 

talked with her and I took her to get help.” 

 

 

(Continued)  
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-  “Talked to a friend; advised her to look on the bright side; told her she can talk 

whenever and that I am there whenever she needs; she is strong.” 

- “When talking to someone who had spoken of suicidal thoughts, I was able to talk 

through options without taking their option away from them.  The focus was just to 

open doors to more options.”  

- “I was called by an individual who asked me to come over because they were thinking 

about killing themselves.  I went over and used some of the talking mechanics 

provided to me.”   

 

 

 The examples provided in Table 12 clearly illustrate effective use of the 

gatekeeper training. Training outcomes for QPR included being able to effectively train 

and equip participants with the information needed to recognize warning signs as well as 

increase their confidence in asking a person if he were suicidal.  However, in addition to 

helping others who were at risk of suicide, one person was able to recognize his or her 

own risk: “I used it for myself. I asked a friend to always be home and my family to call 

for an appointment with a professional.”   

Throughout the narrative responses of participants, the word “asked” was used 

countless times.  In the training, participants were taught that if you “ask the question, 

then you save a life.”  Thus, the qualitative results supported that participants clearly 

understood the suicidal warning signs as well as the importance of talking to the 

individual, asking the “S” question, and referring him\her to a helping resource that can 

provide a professional intervention to keep the person safe.   
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Summary 

The data in this chapter provided a wealth of evidence in support of rejecting the 

null hypothesis presented at the beginning of this chapter.  Results of the repeated 

measures MANOVA presented in Table 8 supported the argument that the QPR training 

intervention increased participants’ likelihood to intervene and perceived self-efficacy for 

dealing with suicidal peers.  Although the results of the model suggested that the 

intervention effects dissipated with time, it was unclear if these effects would continue to 

regress to pre-intervention means.  As further evidence in support of rejecting the null 

hypothesis, an additional repeated measures MANOVA was used to analyze the six 

individual items used to construct the likelihood to intervene and perceived self-efficacy 

scores.  Results suggested that the largest initial effect of the QPR training was on 

participants’ confidence in their ability to help a person struggling with thoughts of 

suicide.  The results also suggested that although the initial effects of the intervention 

were not the largest, the effects of the intervention were most long-lasting with 

participants’ belief that they would intervene if someone told them they were thinking 

about suicide.  Furthermore, all items significantly increased from pre- to post-

intervention, providing evidence in support of rejecting the null hypothesis.  Regarding 

the first research question, data revealed that the QPR training increased participants’ 

perceived self-efficacy.  While there was a significant increase in perceived self-efficacy 

results from pre- to post-test; there was a decline in self-efficacy from post-test to three-

month follow-up.  However, three-month follow-up results were still higher than pre-
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training scores.  Regarding the second research question, 32.9% of the participants used 

information learned from the training; and over 90% of those who responded in the 

affirmative were able to articulate specific ways that the training was used.  Therefore, 

results from this mix-method study revealed that overall, the QPR training increased 

participants’ self-efficacy in helping a suicidal person; and three months after the training 

session, roughly one-third of the participants reported applying what they learned about 

suicide prevention. 
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CHAPTER V 

 

CONCLUSIONS AND RECOMMENDATIONS 

 The purpose of this study was to examine the self-efficacy of those who 

participated in a suicide prevention gatekeeper training program at a college campus.  

The first research question sought to reveal whether the QPR suicide prevention training 

increased participants’ self-efficacy concerning their ability to effectively intervene with 

a suicidal person.  The second research question dealt with whether participants used any 

of the information learned in the training, and if so, how they used it.   Six QPR items 

were analyzed as part of this research study which included the following: 

1. If someone I know was showing signs of suicide, I would directly raise the 

question of suicide with them.  

2. If a person’s words and/or behavior suggest the possibility of suicide, I would ask 

the person directly if he/she is thinking about suicide. 

3. If someone told me they were thinking of suicide, I would intervene. 

4. I feel confident in my ability to help a suicidal person. 

5. I don’t think I can prevent someone from suicide. 

6. I don’t feel competent to help a person at risk of suicide. 

 The participants for the study were a convenience sample of members from a 

large, public university in the Southwest area of the United States.  These community 

members consisted of undergraduate students (over the age of 18), faculty, and staff 
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members who participated in a 90-minute gatekeeper training.  Descriptive statistics were 

used to analyze demographic data involving gender, ethnicity, university role, and student 

classification.   

Descriptive statistics revealed that the majority of the participants were students; 

with over one-third of the participants were juniors in college, while freshmen and 

sophomores combined accounted for less than 20% of the sample.  The majority of the 

participants in the sample were female (79.2%).  Participants’ ages ranged from 18 to 66 

years old, and the average age of the sample was just under 30 years old.  Regarding race 

and ethnicity demographics, the majority of the participants identified themselves as 

Caucasian (71.2%); and one quarter of the participants were Hispanic.   

Conclusions 

Hypothesis 

It was hypothesized that there would be no statistically significant difference 

between pre-, post-, and three-month follow-up training evaluations of the participants’ 

self-efficacy in helping a suicidal person.  Results from the repeated measures MANOVA 

provided evidence to support the rejection of the null hypothesis.  More specifically, 

perceived self-efficacy scores significantly increased from pre- to post-intervention, then 

significantly decreased from post-intervention to three-month follow-up.  Nevertheless, 

perceived self-efficacy scores remained significantly higher at the three-month follow-up 

compared to pre-test scores.   
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Research Question One: Participant’s Self-Efficacy Regarding Intervening  

The first research question dealt with whether the QPR training would increase a 

person’s confidence in his/her ability to intervene with a suicidal person.  Results from 

the analysis support answering the research question with “yes.” Specifically, likelihood 

to intervene scores significantly increased from pre- to post-intervention, and then 

significantly decreased from post- intervention to three-month follow-up.  Nonetheless, 

likelihood to intervene scores remained significantly higher at the three-month follow-up 

relative to pre-test scores.  Additionally, likelihood to intervene scores were significantly 

higher than perceived self-efficacy for all three time periods.  Similar to another 

gatekeeper study (Indelicato et al., 2011), students scored significantly lower on 

likelihood to intervene than did participants in other university roles.  However, in 

another study, Mitchell, Kader, Darrow et al., (2013) found no significant difference 

between university role and gatekeeper learning outcomes.   

Research Question Two: Use of the Information Obtained in QPR  

 The second research question dealt with whether participants at the three-month 

follow-up indicated they had used any of the training information, and if so, how. 

Gatekeeper training participants were sent a survey three months after completing the 

QPR training.  As part of the evaluation, participants were asked if they had used any of 

the information acquired in the training.  Of the 413 participants in the study, 136 

(32.9%) responded that they had used the information.  Furthermore, 93.38% of those 
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who affirmed using the material provided examples regarding their application of the 

training.  Table 13 depicts a summary of the research findings. 

Table 5.13 

Hypothesis, Research Questions, and Findings  

 

Null Hypothesis/ Research Question Finding  

 

H1null: There will be no significant difference between pre-, post-, 

and follow-up training evaluations of participants’ self-efficacy in 

the Question, Persuade, Refer© (QPR) suicide prevention training 

in helping a person who is suicidal  

 

Null Hypothesis 

Rejected  

 

RQ1: Did the QPR suicide prevention training increase training 

participants’ self-efficacy regarding their ability to effectively 

intervene to help prevent suicide? 

 

Yes 

 

RQ2: At the 3-month follow-up, had participants used any of the 

training information?  If so, how did they use it? 

 

 

Yes (32%) 

Themes and Examples of How Training was Used Included: 

 

Asked: Asked a person about suicide  

Referred: Referred a person to professional resources  

Informed: Informed others about the program  

Signs: Identified/looked for warning signs in a person  

Talked: Talked to the person of concern  

 

Discussion 

Results from the study exposed the decline in gatekeeper skills and self-efficacy 

of participants from post-intervention to three-month follow-up.  This diminishment in 

skills was also documented in previous studies regarding gatekeeper self-efficacy 



 

89 
 

(Chagnon et al., 2007; Indelicato et al., 2011; Mitchell, Kader, Darrow et al., 2013; 

Tompkins & Witt, 2009).  In addition to a decrease in confidence, at the three-month 

follow-up, only 32% of participants in the current study reported actually using the 

information from QPR.  Reasons for this decline may have been due in part to 

gatekeepers not having interacted with a person who was suicidal.  While low contact 

with suicidal individuals may be indicative of increased community well-being, this low 

interaction may also contribute to gatekeepers no longer being confident in their acquired 

skills.  Results from one study on gatekeeper skills rehearsal found that increased skill 

practice improved gatekeeper confidence and competency.  However, similar to other 

studies with time, these skills diminished across time (Cross et al., 2011).   

While results from the study indicated low sustainability of the effects from the 

training, 94.6% of study participants were able to identify warning signs of suicide.  

Identification of suicidal warning signs is a major tenant of the QPR program (Quinnett, 

2013).  Thus, the fact that study participants were able to provide rich examples of these 

warning signs was a positive indicator of the impact of QPR on gatekeeper competency.   

Additionally, results from the study showed that 94% of the participants were able to 

provide examples of how to intervene.  Therefore, while most participants did not use the 

steps of QPR on suicidal individuals, data supported that participants will know how to 

intervene, if necessary.    
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Academic concerns have been identified as a risk factor for suicide (Taub & 

Thompson, 2013; Tompkins et al., 2010).  However, most university personnel are not 

typically trained to recognize mental health disorders and suicide warning signs (Cross et 

al., 2011).  Data from this study as well as other research (Mitchell, Kader, Darrow et al., 

2013) has indicated a need for more inclusion of faculty and staff in gatekeeper training.  

More specifically, QPR may have a positive impact in increasing the skill-set of faculty 

and staff regarding their ability to recognize suicidal warning signs.   

Implications for Suicide Prevention on College Campuses 

Social Ecological Perspective  

Suicide is a complicated issue; thus, health education aimed at suicide prevention 

should be holistic and work on multiple levels.  Within the university setting, there are 

various influences that contribute to institutional culture and behavior.  As previously 

discussed in Chapter II, the social ecological model is a community-level theory that is 

often used when addressing suicide prevention efforts as it takes into account the multiple 

levels of influence that has an impact on individuals’ lifestyle and behavioral choices as 

well as the overall health of a community (Butterfoss et al., 2008). There are several core 

principals and factors within the model that correspond with efforts to influence behavior.  

Specifically, this perspective on health emphasizes the interactions between and across 

each factor and how a person’s interaction with these factors can influence health 

behavior (Jodin & Robertson, 2013).  Figure 4 provides a visualization of how the social 



 

91 
 

ecological model can be used in a holistic approach to suicide prevention on college 

campuses.   

 

Figure 4: Social Ecological Model of Suicide Prevention.  Adapted from Jodoin & 

Robertson (2013).   

Intrapersonal Factors. In regards to suicide prevention, intrapersonal factors 

include personal or biological factors that influence behavior (CDC, 2014).  This level of 

intervention that focuses on personal development can include the following: workshops 

on effective coping skills, mindfulness and other stress management techniques, and 

substance abuse education.  Nationally, The Jed Foundation and mtvU partnered to 

develop the “Half of Us” program which includes a website that provides direction for 
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individuals who may be struggling with anger, anxiousness, depression, and loneliness.  

Resources from this website can be integrated into health education programs for college 

campuses.   

Interpersonal factors. There are various formal and informal social cultures that 

exist on college campuses.  These cultures often emerge from the relationships that 

develop between students, faculty, staff, and upper administrators.  Campus communities 

should foster supportive interpersonal relationships by creating opportunities and 

promoting social networks where students can interact with each other in a safe, non-

judgmental environment.  For instance, ActiveMinds is a national organization that 

encourages students to speak openly about mental health topics.  Campus chapters exist 

to provide programming related to mental health issues.  Health educators can start 

ActiveMinds chapters or work with existing chapters to provide programming such as 

“Step Inside My Head,” where students hear stories about others who have struggled with 

mental health concerns.  Another similar program known as “PostSecretU” was 

developed as an opportunity for students to post their own secrets at designated sites on 

campus.  The purpose of this program is to help create open dialogue about mental health 

and to demonstrate that these issues exist on all campuses.   Additionally, health 

educators can provide information on how to support friends who are struggling with 

various issues such as eating disorders, alcohol abuse, depression, etc.  For example, the 

“Half of Us” website provides useful information on how to support friends. 
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Institutional factors. Institutional factors consist of rules, policies and programs 

that may promote positive behaviors (Jodin & Robertson, 2013).  Ecologically supportive 

institutional policies can address the following: (a) insurance policies that ensure all 

students have some form of medical coverage and/or that provide insurance on tuition 

should a student need to withdraw from the university for medical reasons, (b) access to 

on-campus mental health services, (c) withdrawal policies in case a student needs to leave 

the university for medical reasons, including mental health concerns, (d) prohibition of 

weapons on campus, and (e) campus security that have procedures in place regarding 

responding to suicidal threats on campus.  In addition to having appropriate institutional 

policies, it is essential for campus stakeholders to create a culture where students are safe 

and display positive help-seeking behavior.  Health educators can contribute to 

institutional factors by serving on ecology committees that examine the campus 

environment and how students interact within the environment.  Also, health educators 

can apply for grants such as those originating from the Garrett Lee Smith Memorial Act, 

which provides funding for programming designed to decrease suicide by fostering help-

seeking behavior.  Last, health educators can provide educational opportunities through 

webinars for faculty, staff, and administration that address the correlation between 

institutional policies and increased well-being among the campus community.   

Community factors. Health educators can assist in the development of 

community coalitions with off-campus mental health providers.  These collaborative 

networks can assist in the education, treatment, and care of students who are mentally 
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distressed.  Interdisciplinary professionals within the community can also contribute to 

campus needs assessments as well as health education program planning, 

implementation, and evaluation by serving on advisory boards and speaker’s bureaus to 

discuss relevant topics, that pertain to issues seen on college campuses (Tompkins & 

Witt, 2009).  For instance, at Texas Christian University, as part of their on-campus 

eating disorder awareness week, on-campus wellness coordinators partner with local 

eating disorder treatment facilities to help in the planning and coordination of the week’s 

events.  Furthermore, these treatment centers also provide guest speakers for staff 

development opportunities as well as educational presentations for students.   

Public policy/societal factors. This level focuses on broad-level changes such as 

mental health coverage and laws regarding gun control that influence the community and 

institution (Jodin & Robertson, 2013).  For instance, in addition to working with 

community organizations to provide programming and serve in an advisory capacity for 

universities, health educators can also join community coalitions to impact policy change.  

The Texas Sunset Advisory Commission, a legislative commission with the goal of 

“identifying and eliminating waste, duplication, and inefficiency for more than 130 Texas 

state agencies” (Texas Sunset Advisory Commission, 2014, para 1), recently released a 

report that discussed mental healthcare in Texas.  A Fort Worth Weekly news article 

highlighted some of the profound concerns regarding access to mental health services for 

Texas residents.  For instance, the supply of psychiatric beds in Texas decreased by 19% 

in the past 12 years while the population grew by 25% (Brown, 2014).  With 500,000 
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Texans diagnosed with a “serious mental illness” and more than two million with 

substance abuse problems, the lack of community resources is a significant concern 

(Texas Sunset Advisory Commission, 2014).   

The lack of hospital beds has also been a concern for the Counseling and Mental 

Health Center at Texas Christian University, particularly after a local hospital closed its 

inpatient behavioral health unit.  Furthermore, with the increased prevalence of mental 

health concerns on college campuses, university counseling centers are referring more 

clients to external resources located off campus (Gallagher, 2012).  Thus, it is imperative 

that non-campus resources exist that can adequately meet the demands of an increased 

caseload.  Health educators can join with both community and national organizations 

such as Mental Health America or the local chapter of the National Alliance on Mental 

Illness to assist in grassroots campaigns to raise awareness regarding the drought in 

mental healthcare and advocate for increased access to mental health resources. 

Implications for Health Education  

University stakeholders can play a role in suicide prevention.  Therefore, 

prevention efforts should include a robust group of interdisciplinary professionals from 

areas such as the following: (a) Dean of Students office, (b) student health services, (c) 

counseling services, (d) academic departments, and (e) housing and residence life.  

Faculty and staff from across the campus can undergo training as well as serve as trainers 

for gatekeeper programs and encourage others to take part in the training.  Gatekeeper 

trainings also provide the campus community with effective tools and strategies to 
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recognize and assist those who may be at risk for suicide.  Health educators can serve in 

multiple capacities in regards to suicide prevention by providing gatekeeper trainings to 

the community, training faculty and staff members to also be gatekeeper trainers, and 

managing implementation efforts.  Therefore, health educators are in a unique position to 

lead and expand efforts in suicide prevention by using their unique skill set as defined by 

the National Commission for Health Education Credentialing (NCHEC, 2010).    

Responsibilities and competencies for health educators.  NCHEC (2010) 

established Seven Areas of Responsibility that define the role and competencies of health 

educators (see Figure 5).  QPR and other gatekeeper training programs correspond with 

all Seven Areas of Responsibility as described in the next section.   

 

Figure 5: Responsibilities for Health Educators.  Adapted from the NCHEC 

Responsibilities and Competencies for Health Education Specialists (2010)  
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 Area I: Assess needs, assets and capacity for health education.  Prior to the 

execution of any health-related program, health educators should have a clear 

understanding of the needs of the population and plan accordingly.  Knowledge of 

community needs is often acquired through performing a needs assessment.  The Jed 

Foundation in partnership with the Clinton Foundation offers the Campus Program that 

can assist campuses in performing these assessments.  Campus Program is designed to 

“help colleges and universities promote emotional wellbeing and mental health 

programming, reduce substance abuse, and prevent suicide among students” (The Jed 

Foundation & Clinton Foundation, para 2).  The framework for Campus Program is 

adapted from the Jed Foundation and SPRC’s Comprehensive Approach to Mental 

Health Promotion and Suicide Prevention model that was previously discussed in the 

second chapter.   Utilizing Campus Program, universities can perform an audit of their 

current assets and areas for growth, and then plan future programs accordingly.   

In addition to implementing new assessments, health educators can also utilize 

data from previous surveys like the National College Health Assessment (ACHA, 2013) 

or the Healthy Minds Study (Gallagher, 2012) that some universities administer on an 

annual basis to students.  Universities that have experienced numerous deaths due to 

suicide should also conduct various assessments of their student population to determine 

the cause of the deaths and consequently plan health education efforts to help prevent 

suicides.  For instance, Texas Christian University has experienced a high number of 

suicides within a three-year time span.  Prior to this, the university had not experienced 
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any student deaths by suicide in 12 years (E.C. Wood, personal communication, October 

20, 2014).  This information, along with data from surveys that were administered related 

to mental health, provided the needs assessment data that the university needed in order 

to seek external funding from SAMHSA.  The university was awarded the Garrett Lee 

Smith Grant to provide QPR trainings to members of the campus.  As a result, the 

university received funding to implement a campus-wide health education initiative for 

suicide prevention that focused on stress and anxiety reduction, promotion of campus-

based mental health resources, and education about warning signs of suicide.   

Area II: Plan health education and Area III: Implement health education.  

Using the data obtained during the needs assessment process, health educators can 

determine priority populations that may benefit from receiving the training.  For instance, 

veterans who are returning to school have been documented as being a vulnerable 

population at risk for suicide.  According to a report released by the American 

Psychological Association (2011), “nearly half of college students who are U.S. military 

veterans reported thinking of suicide and 20% said they had planned to kill themselves” 

(para 1).  Therefore, health educators can identify these and other vulnerable groups, and 

implement QPR trainings for them and individuals on campus with whom they frequently 

interact (e.g., course instructors, academic and financial aid advisors, and the student 

veteran’s office).  As a result, there may be a greater likelihood that at-risk students will 

be identified and referred to the appropriate resource for help.   



 

99 
 

Health educators also have a critical role in monitoring the implementation of 

gatekeeper programs.  For instance, data presented during the first part of QPR training is 

typically campus-specific.  Therefore, educators must ensure that all information is 

current and any updates/changes are sent to QPR trainers.  Additionally, health educators 

can periodically meet with the QPR trainers to address questions or concerns that they 

have regarding the material and also discuss opportunities to improve the delivery of the 

material.     

Area IV: Conduct evaluation and research related to health education.  

Evaluation is a significant responsibility for educators because it is fundamental for 

measuring program success, identifying areas for improvement, and seeking additional 

funding.  Data from this study revealed that there were significant gains in participants’ 

knowledge of information and self-efficacy regarding their ability to intervene from pre-

intervention to post-intervention; however, there was a decrease in these measures at the 

three-month follow-up.  This decline in gains made from pre-intervention to post-

intervention has also been detected in other studies regarding gatekeeper training 

(Indelicato, Mirsu-Paun, & Griffin, 2011; Mitchell, Kader, Darrow et al., 2013; 

Tompkins & Witt, 2009). However, there still remains a gap in the literature regarding 

the effectiveness of suicide prevention efforts that relate to gatekeeper training.  Health 

educators have the knowledge base and skill set to initiate rigorous evaluation efforts for 

these types of trainings and consequently communicate the results of their evaluations to 

contribute to the body of knowledge in this field.   
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Area V: Administer and manage health education. The work of health 

educators, particularly on college campuses, is typically done as a team effort with the 

goal of helping students feel empowered to make healthy choices (WHO, 2012).  

Therefore, coordinating provision of health education services aligns well with the role of 

a health educator, particularly as it relates to gatekeeper training.  For instance, health 

educators can utilize campus partnerships to gain support for gatekeeper trainings within 

the campus community.  By facilitating cooperation among stakeholders, health 

educators have the opportunity to expand their efforts in awareness.  Additionally, health 

educators can utilize their grant writing skills and apply for funding through the Garrett 

Lee Smith Memorial Act.  Increased funding can allow health educators to expand 

suicide prevention programming and saturate the campus with gatekeepers.  Health 

educators can also demonstrate leadership by coordinating gatekeeper trainings and 

facilitating partnerships with faculty and other staff members who can assist in providing 

ongoing trainings for the campus community.   

Area VI: Serve as a health education resource person and Area VII: 

Communicate and advocate for health and health education.  University counseling 

centers are experiencing an increase in students who have a variety of mental health 

concerns such as anxiety, eating disorders, substance abuse, or depression (Gallagher, 

2012; Kitzrow, 2009).  If left untreated, these symptoms of distress may lead to suicidal 

thoughts or attempts.  However, students often do not seek help from mental health 

professionals (Denmark, Hess, & Becker, 2012; Joffe, 2007; Taub &Thompson, 2013).  
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In one study, only 14% of students surveyed could locate their university’s counseling 

center (Yorgason, Linville, & Zitzman, 2008).  Furthermore, within the same study, 

“37% of respondents indicated that they were not given adequate information to enable 

them to contact mental health services” (Yorgason et al., 2008, p.175).  In another study, 

King et al. (2008) reported that nearly three-fourths of college students were not aware of 

resources available on campus to help students at risk for suicide.   Similarly, other 

research has revealed that friends, family, faculty members, and the internet are often the 

college students’ primary sources of information concerning mental health services 

(Yorgason et al., 2008).   

It is critical that all members within a college community are educated about the 

resources available to assist distressed and/or suicidal students.  In fulfilling areas of 

Responsibility VI and VII, health educators can provide information about available 

resources within the campus community, and communicate and advocate suicide 

prevention.  For instance, health educators at the University of Arizona created a website 

called Friend 2 Friend that provides students with information about resources to help 

friends stay safe and healthy.  The messages that are communicated to students via this 

website can be applied towards various health and safety concerns, such as alcohol or 

substance abuse, body image difficulties and unhealthy dietary behaviors, self-injury, 

relationship violence, depression and anxiety, and suicide.  In addition to providing 

information about warning signs and guidance on how to address these behaviors, 
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students also have access to in-depth information about where to refer themselves or 

friends for help.   

In addition, health educators can use a variety of communication and marketing 

strategies to relay information about mental health services, such as fliers that provide 

information about the campus’ counseling center, pocket-cards that list the National 

Suicide Lifeline number, or awareness campaigns on social media sites.  Gatekeeper 

training also devotes a considerable amount of time to educating participants about 

mental health and suicide prevention resources that are available to the campus 

community.  As evidenced in the qualitative results of the study, when asked how they 

would intervene and how they have used the gatekeeper training, participants often stated 

that they would refer (or have referred) a suicidal person to a helping resource either off-

campus or on-campus.  Findings from the qualitative data correspond with similar results 

from previous studies.  For instance, results from a study conducted by Tompkins and 

Witt (2009) reflected an increase in knowledge of referral resources from pre- to post-

intervention and an increase from post- to follow-up (i.e., three to six months post 

training).  Nonetheless, it is important to note that the RA participants in that study were 

provided with more training on health resources within the community as part of their job 

responsibilities; therefore, it is reasonable to expect this group to retain their knowledge 

of resources.   

Research is mixed regarding sustained or increased knowledge of resources over 

time.  In their study, Mitchell, Kader, and Darrow et al. (2013) noticed a significant 
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increase in participants’ knowledge of local mental health resources from pre-

intervention to post-intervention.  However, these gains were not significant from post-

intervention to three- and six-month follow-up periods.  In a separate study, Indelicato et 

al. (2011) found that participants specifically requested additional information about 

available resources at both the one-month follow-up (39.6%) and three-month post-

training (44.7%).   Discussion continues as to why there is a decline in prevention gains 

three to six months after the conclusion of the training.  However, Indelicato et al (2011) 

suggested that while many participants understand the importance of asking the “S” 

question and referring to appropriate resources, there remains ambivalence to do so.  

Health educators can play a vital role in filling possible gaps post gatekeeper training.  

For instance, health educators can serve as a point of contact and resource for gatekeepers 

to answer any questions that may arise after training.  Additionally, health educators can 

disseminate information about best practices for intervention and new resources or 

services that can benefit the community (e.g., helplines, mobile apps, and 24-hour 

services available for suicidal persons).   

Guiding principles for health promotion in higher education.  While the 

Seven Areas of Responsibilities provide a robust depiction of the skill set and knowledge 

that health educators possess, there are additional guiding principles that college health 

educators utilize in providing educational opportunities for college students.  Health 

educators who practice health education and promotion at institutions of higher education 

(IHEs) are guided by standards of practice developed by the American College Health 
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Association.  According to these guidelines, “the specific purpose of health promotion in 

higher education is to support student success” (ACHA, 2012, para. 3).  Health 

promotion and education professionals in higher education can utilize both the Areas of 

Responsibility as well as these standards of practice as they contribute to both individual 

student success and enhance community prevention efforts.  Clearly, mental health is an 

essential component to that success.  Students who experience a breakdown in their 

mental health needs frequently cope by abusing alcohol or other substances and 

subsequently have poor academic performance and/or withdraw from the university 

(Taub & Thompson, 2013).  While college administrators traditionally focus on the 

academic success of a student, evidence is mounting that supports the necessity to also 

ensure the emotional well-being of the campus community.  For instance, Kadison and 

DiGeronimo (2004) stated that mental health programs at IHEs directly influence the 

reputation and educational rankings of colleges by making an impact on both retention 

and graduation rates.   

The field of health education provides various opportunities for health educators 

to engage the community in promoting wellness, and gatekeeper training is part of that 

community engagement.  According to the Health Education Code of Ethics, health 

educators should be “dedicated to excellence in the practice of promoting individual, 

family, organizational and community health” (NCHEC, 2008, para 1).   However, there 

remains a gap in the mental health promotion for Americans, particularly young adults, as 

suicide is the second leading cause of death for this age group.  Health educators are 
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equipped with the knowledge, skills, and guiding principles to play a vital role in suicide 

prevention by recognizing and supporting mentally distressed students.  Collectively with 

other administrators and key stakeholders, health educators have the opportunity to 

impact the well-being of the entire campus community by increasing awareness and 

providing holistic programming on this important issue.     

Limitations  

The current study utilized secondary data obtained from gatekeeper trainings at 

one large university in the Southwest portion of the United States.  The study’s 

participants included students, faculty, and staff over the age of 18, which created a non-

random convenience sample; therefore, findings cannot be generalized to other 

populations at that university or other U.S. universities.  Another limitation of the study 

relates to the demographics of the participants.  There was a disproportionately higher 

percentage of those who identified themselves as Caucasian in the study (71.2%) as 

compared to other racial groups—less than 10% for Black, American Indian, Pacific 

Islander combined.  Therefore, groups were collapsed and categorized as white (78%) 

and non-white (22%) to help increase validity (M. Shadden, personal communication, 

September 15, 2014).   

 Furthermore, response error may have been present regarding race/ethnicity 

questions, due in part to the fact that the answer choices that pertain to race and ethnicity 

questions are not identical in all three instruments (see Appendix C) (M.Shadden, 

personal communication, September 15, 2014).  Another limitation to the study was the 
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high prevalence of female participants (79.2%).  Research exists that verifies the 

difference in the way that males and females interact with mental health systems.  

Specifically, women report higher rates of mental health problems and use of mental 

health services in comparison to men (Yorgason et al., 2008).  A final limitation dealt 

with the low sustainability of training effects.  At the three-month follow-up, only one-

third of the participants responded that they used the information obtained in the training.  

Despite these limitations, the study still contributes to the body of knowledge in the area 

of suicide prevention because it provides relevant information about the effectiveness of 

gatekeeper training in increasing individuals’ self-efficacy for intervening with suicidal 

individuals.   

Recommendations  

Aim Trainings for Specific Audiences  

Friends and family of college-aged students.  Certain individuals have been 

identified as common sources of support for college students in that college students tend 

to seek help from friends or family members as opposed to mental health and other on-

campus professionals (King et al., 2008).  Thus, one recommendation is to provide 

gatekeeper trainings for parents and families of college students (Tompkins & Witt 2009; 

Tompkins, Witt, & Abraibesh, 2010).  For instance, at Texas Christian University, 

parents have the opportunity to receive free QPR training during Family Weekend, a 

specific event when families are encouraged to gather on campus and participate in 

various social activities with their students.  Parents remain a key source of support for 
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students after they leave for college (The Jed Foundation, 2014).  Therefore, it is 

important that they understand how to protect their student’s mental health by being alert 

to warning signs that may indicate distress and a need for intervening.  QPR and other 

gatekeeper programs provide parents with information regarding both direct and indirect 

behavioral indicators that suggest a student may be at risk for suicide.  Furthermore, at 

the conclusion of the training, parents will receive both national and on-campus resources 

that will be particularly helpful if they are concerned about suicide risk.    

Those who support student veterans. In 2010, more military service members 

died from suicide than from combat casualties (Whitley et al., 2013).  Therefore, student 

veterans are another group that has been identified at risk for mental health concerns.  

Colleges are providing more resources for student veterans on campus through the 

establishment of departments that work solely with veterans.  For example, at the 

University of North Texas, the Student Veteran Services Office provides a variety of 

services for its student veterans, including health and wellness opportunities such as 

drop-in group counseling sessions where students can discuss concerns and connect with 

other student veterans.  Health educators can partner with various campus offices and 

departments to provide gatekeeper training opportunities for student veterans, who often 

rely on each other for support as they tend to feel isolated from other students who cannot 

relate to their experiences (Whitley et al., 2013).  Gatekeeper training can also be 

effective for campus staff who work with student veterans, such as personnel from the 

registrar’s office, financial services office, disability support services, etc.  In turn, a 
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byproduct of these trainings may be that student veterans also recognize their own issues 

with mental health and seek assistance and support from mental health professionals on 

campus or within the wider community.   

Faculty and staff members.  Although academic concerns have been cited as a 

risk factor for suicide (Taub & Thompson, 2013; Tompkins et al., 2010), faculty and staff 

are typically not trained in mental health concerns and may not have sufficient 

knowledge and skills for how to assist and support students who display signs of mental 

distress (Cross et al., 2011).  Thus, it is imperative that college personnel are trained in 

how to identify at-risk students because these professionals are on the “front lines” 

interacting and working with this vulnerable campus sub-population (Tompkins et al., 

2010; Mitchell, Kader, Darrow et al., 2013).  However, those who are not trained in QPR 

may miss opportunities to assist suicidal individuals because they are not competent in 

the warning signs of suicide and may not be aware of the resources that exist to help 

students.  Faculty members and other instructors may miss gatekeeper training 

opportunities due to limited time to participate in face-to-face trainings.   Therefore, it 

can be advantageous to provide alternative methods of delivery for QPR trainings, e.g., 

via online professional development webinars or web-based gatekeeper programs.  For 

example, there is an online version of the QPR gatekeeper training.  Therefore, more 

college-based research needs to be conducted that investigates the effectiveness of using 

an online gatekeeper training program in comparison to a face-to-face delivery method.  

Additionally, universities can include gatekeeper training as part of new faculty or staff 
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orientation, which can help increase awareness of this issue as well as equip faculty and 

staff with knowledge and skills to effectively support suicidal students (Mitchel et al., 

2013).   

Discover Additional Opportunities to Expand Evaluation Efforts of the Program  
 

It is important to expand evaluation of gatekeeper trainings.  For example, 

university health services and counseling centers can collaborate and track referral data to 

identify if intake clients, from either center, were referred by a person who went through 

QPR training, or if the clients self-referred by going to the counseling center after  

participating in the trainings themselves (Taub & Robertson, 2013).  For instance, 

qualitative results from the current study revealed that one student used the QPR training 

for him/herself.  Thus, it would be advantageous to quantify the impact of the training 

through counseling center data.  Also, those who conduct gatekeeper trainings can 

implement more long-term follow-up evaluations of the participants.  Researchers can 

use these evaluations to collect both quantitative and qualitative data regarding how 

participants have used the information as well as additional resources that are needed to 

help gatekeepers remain competent in gatekeeper skills.   

Investigate the Factors Contributing to Diminished Competence and Confidence in 

Gatekeeper Skills   

Further research is needed to examine the effectiveness of exposing gatekeepers 

to role-playing experiences that are often provided through case-study scenarios or online 

videos that provide opportunities for gatekeepers to practice intervening skills in a 
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controlled setting.  Gatekeepers who do not have enough practice using their skills may 

not feel as confident in their abilities in as little as three months after the training has 

concluded.  Thus, to address this concern of gatekeeper exposure, it may also be helpful 

for health educators to provide case studies with various options on how to address the 

scenarios that were used. For instance, as part of the University of Arizona’s effort to 

provide simulated exposure to a suicidal person, case studies are discussed and trainees 

are given instant feedback by the facilitator regarding how to successfully intervene and 

ways to provide resources (see Appendix E).   

Furthermore, self-efficacy is situation-specific; and a person’s self-efficacy can 

originate from a variety of sources.  Mastery experiences are considered the most 

influential source of self-efficacy as they provide the person with the ability to do well at 

performing a desired outcome in a controlled, yet challenging setting (Bandura, 1997; 

McAlister, Perry, & Parcel, 2008).  Case studies and other experiential exercises like role 

playing provide gatekeepers with these mastery experiences for success.  Pasco, Wallack, 

Sartin, and Dayton (2012) found that gatekeeper trainings with experiential exercises 

increased self-efficacy outcomes in comparison to those trainings that did not have these 

activities.  More specifically, after the subjects participated in the role-playing exercise, 

their self-efficacy scores increased in areas related to knowing how to ask about suicide 

and accessing resources (Pasco et al., 2012).   

Information from the current study supports the need to re-connect with those 

trained in gatekeeper skills so that the information is retained.   For instance, gatekeeper 
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training participants reported how they applied their learnings three months after the 

intervention.  They indicated the need to receive more information on the following 

topics: persuading someone to get help, available resources, and additional information 

on how to ask someone if he/she is feeling suicidal.  These findings also align with 

research conducted by Indelicato et al. (2011).  Therefore, future research is needed to 

examine the impact of experiential exercises and continuing education on the outcomes 

of gatekeeper training.   

Create Opportunities for Gatekeeper Continuing Education  

Gatekeepers who are not equipped with the requisite knowledge and skills to 

successfully intervene with a suicidal person are not likely to possess self-efficacy to 

detect and/or intervene with a suicidal person.   Gatekeeper fear may also be present in 

those gatekeepers with low self-efficacy; consequently, this fear may prevent gatekeepers 

from intervening.  An additional source of self-efficacy comes from improving physical 

and emotional stress (Bandura, 1997; McAlister et al., 2008).  Thus, efforts should be 

focused on ways to decrease gatekeeper anxiety and fear by providing continual 

opportunities to increase QPR knowledge and skills.  It is critical that trainers re-connect 

with their gatekeeper participants to sharpen their QPR skills regarding knowledge of 

resources, ways to intervene, and how to refer distressed individuals to resources.  

Trainers can utilize a variety of methods to re-connect with gatekeepers, such as through 

email or periodic newsletters that provide information on current statistics, tips on 

intervening, and information on both local and national resources.  Furthermore, 



 

112 
 

campuses can also offer multiple campus-wide QPR refresher workshops where those 

who have been trained in QPR skills can reconvene and discuss strategies that have 

worked well when asking the “S” question as well as review current on- and off-campus 

mental health resources.  These workshops provide opportunities for gatekeepers to have 

vicarious experiences by utilizing information from the success stories of others.  This 

type of social modeling is another source for increasing self-efficacy as it shows other 

gatekeepers that intervening can be successful (Bandura, 1997; McAlister et al., 2008).   

Ongoing training for gatekeepers may also be achieved through online or 

electronic methods.  For example, Chagnon et al. (2007) utilized a method of suicide 

prevention training by having participants watch simulations of vignettes featuring 

“suicidal” individuals; then study participants had to describe the helping skills they 

would use and justify their interventions.  Results from this study showed a 15% 

improvement in gatekeeper skills compared to the control group (Chagnon et al., 2007).  

Other online modules exist that provide role-playing scenarios for participants.  For 

example, the program At-Risk on Campus is an online, interactive gatekeeper training 

program that provides virtual role-playing exercises that can be customized for specific 

audiences (e.g., faculty/staff and students) (Kognito Interactive, 2014).  While programs 

like this are separate from QPR, they are effective options for maintenance of gatekeeper 

skills.  

Applications (apps) for mobile devices have also been created to bring awareness 

about suicide and ways that it can be prevented.  Utilizing this form of technology is a 
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key strategy as it can be another effective tool for maintaining gatekeeper skills.  For 

example, the Texas Department of State Health Services and Mental Health America of 

Texas created the ASK & Prevent Suicide app to complement the corresponding 

gatekeeper training entitled the same.  Sponsored by the Garret Lee Smith Grant, this app 

provides users with knowledge about warning signs, ways to ask the “S” question, and 

24-hour crisis line numbers (Texas Suicide Prevention, n.d.).  Additionally, SAMHSA 

announced the plan to develop its own free suicide prevention app called Suicide Safe.  

This app, expected to launch in January 2015, will integrate suicide prevention strategies 

into practice for healthcare providers.  Specifically, the app will provide information on 

resources, patient education materials, and tips for talking with patients about suicide.  In 

addition to these features, the app will also address the concern of gatekeeper exposure 

by providing interactive case studies (SAMHSA, n.d.).   

Provide Holistic Programming  

It is important to note that while QPR is a program that emphasizes use of the 

public health model, it is not intended to be used in isolation.  Suicide is a complicated 

issue, and there is no one “magic” program or solution for suicide prevention on college 

campuses. Instead, QPR should be utilized in a multi-prong approach along with other 

programs that address risk factors for suicide and promote student wellness.  University 

health educators can provide evidenced-based programming concerning important topics 

such as college adjustment, stress management, alcohol and other substance abuse, 

coping strategies, and anger management.  Furthermore, another critical factor in suicide 
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prevention is to increase students’ exposure to helping resources (both on and off 

campus) to assist those who are suicidal.  For instance, health educators can collaborate 

with campus newspaper staff to provide information on resources or to publish news 

stories about the importance of suicide prevention.  Additionally, health educators can 

utilize social media as well as create websites that focus on wellness issues and ways to 

help a friend who may be struggling with mental health issues.   

Summary 

Hope exists for those who are suicidal.  Taub and Thompson (2013) 

acknowledged that “students who receive counseling are six times less likely to take their 

own lives than those who do not receive counseling” (p. 2).  Death by suicide is not a 

new phenomenon as it has dated back to Greek and Roman civilizations; however, there 

remains an impression that it is still a taboo topic (Living Works, 2004).  Thus, it is 

imperative for college communities to promote awareness about suicide and services 

designed to help suicidal individuals.  Gatekeeper training is one method that health 

educators can utilize in their effort to create a community that is alert to indicators of 

mental-emotional stress and suicidal warning signs.  QPR and other similar gatekeeper 

trainings provide participants with the knowledge to recognize warning signs as well as 

the tools to intervene and refer those individuals to helping resources.  However, 

individuals must have a belief in their ability to serve as a gatekeeper and consistently 

practice essential gatekeeper behaviors.   
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The purpose of this study was to examine the self-efficacy of those who 

participated in a suicide prevention gatekeeper training program at a college campus. 

Although study results revealed that participants had increased self-efficacy at the end of 

the training (compared to pre-training), their confidence diminished after as little as three 

months post-training.  While the journey to determine the cause of this diminished self-

efficacy continues, the outcomes of QPR are still hopeful in that participants 

demonstrated increased knowledge and competency in suicide prevention at both post-

intervention and three-month follow-up in comparison to pre-intervention.  QPR and 

other gatekeeper programs encourage community members to no longer be a bystander 

when they suspect that a person may be suicidal.  While there remains a need for 

continued research on this topic, gatekeeper training appears to be a positive intervention 

for universities to implement as it has the potential to demonstrably impact the lives of 

others by increasing self-efficacy of trained individuals to successfully intervene with 

those who may be suicidal.   
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Table 1 

Frequencies and Percentages for Categorical Demographics College Class Level, Sexual 

Orientation, University Role, Gender, White, and Hispanic 

    n %   

College Class Level 

    

 

Freshman or Sophomore 78 

 

18.9 

 

 

Junior 100 

 

24.2 

 

 

Senior 59 

 

14.3 

 

 

Graduate Student 36 

 

8.7 

 

 

Missing 140 

 

33.9 

 

      Sexual Orientation 

    

 

Other 40 

 

9.7 

 

 

Heterosexual 359 

 

86.9 

 

 

Missing 14 

 

3.4 

 

      University Role 

    

 

Student 257 

 

62.2 

 

 

Other 142 

 

34.4 

 

 

Missing 14 

 

3.4 

       Gender 

    

 

Male 68 

 

16.5 

 

 

Female 327 

 

79.2 

 

 

Missing 18 

 

4.4 

       White 

    

 

Not White 83 

 

20.1 

 

 

White 294 

 

71.2 

 

 

Missing 36 

 

8.7 

 
      Hispanic  

    

 

Not Hispanic 287 

 

69.5 

 

 

Hispanic 102 

 

24.7 

 

 

Missing 24 

 

5.8 

 ________________________________________________________________________ 

Note.  Frequencies not summing to N = 413 and percentages not summing to 100 reflect 

missing data. 
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Table 2 

Means and Standard Deviations for Continuous Variables Age, Directly Raise Question, 

Directly Ask, Would Intervene, Confident Can Help, Can’t Prevent, and Not Competent 

to Help (All Pre, Post, and 3-Month Follow-Up) 
 

  N M SD Min Max   

Age 396 27.86 12.11 18 66 

 Directly Raise Question (Pre) 412 3.69 .91 1 5 

 Directly Raise Question (Post) 399 4.45 .60 2 5 

 Directly Raise Question (3 Months) 413 4.22 .74 1 5 

 Directly Ask (Pre) 413 3.69 .89 1 5 

 Directly Ask (Post) 399 4.45 .62 2 5 

 Directly Ask (3 Months) 413 4.23 .73 1 5 

 Would Intervene (Pre) 412 4.34 .68 1 5 

 Would Intervene (Post) 399 4.68 .48 3 5 

 Would Intervene (3 Months) 413 4.69 .53 2 5 

 Confident Can Help (Pre) 413 3.14 .94 1 5 

 Confident Can Help (Post) 396 4.20 .63 2 5 

 Confident Can Help (3 Months) 413 4.04 .70 2 5 

 Can't Prevent (Pre) 412 3.52 .82 1 5 

 Can't Prevent (Post) 392 3.94 .95 1 5 

 Can't Prevent (3 Months) 413 3.82 .92 1 5 

 Not Competent to Help (Pre) 409 3.33 .94 1 5 

 Not Competent to Help (Post) 396 4.07 .90 1 5 

 Not Competent to Help (3 Months) 413 4.02 .89 1 5 

 ________________________________________________________________________ 

Note.  N not equal to 413 reflect missing data. 
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Table 3  

 

Means and Standard Deviations for Continuous Variables Likelihood to Intervene (pre), 

Perceived Self-Efficacy (pre), Likelihood to Intervene (post), Perceived Self-Efficacy 

(post), Likelihood to Intervene (3 mo.), and Perceived Self-Efficacy (3 mo.)   

 

  

 N M SD Min Max   

       Likelihood to Intervene (Pre)  413 3.90 .67 1.00 5 

 

       Likelihood to Intervene (Post) 399 4.53 .50 2.67 5 

 

       Likelihood to Intervene (3 Months) 413 4.38 .56 1.33 5 

 

       Perceived Self-Efficacy (Pre) 412 3.33 .71 1.33 5 

 

       Perceived Self-Efficacy (Post) 398 4.07 .66 2.00 5 

 

       Perceived Self-Efficacy (3 Months) 413 3.96 .64 2.00 5 

 

       Note.  N not equal to 413 reflect missing data. 
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Table 4 

Means and Standard Deviations for Directly Raise Question, Directly Ask, Would 

Intervene, Confident Can Help, Can’t Prevent, and Not Competent to Help (Only Pre) by 

University Role 

________________________________________________________________________ 

    n M SD t p   

         Directly Raise Question (Pre) 

    

3.94 < .001 

 

 

Student 256 

 

3.57 .88 

   

 

Other 142 

 

3.94 .92 

   

         Directly Ask (Pre) 

    

4.89 < .001 

 

 

Student 257 

 

3.53 .88 

   

 

Other 142 

 

3.97 .86 

   

         Would Intervene (Pre) 

    

.14 .890 

 

 

Student 256 

 

4.33 .65 

   

 

Other 142 

 

4.34 .75 

   

         Confident Can Help (Pre) 

    

1.82 .070 

 

 

Student 257 

 

3.07 .89 

   

 

Other 142 

 

3.25 1.01 

   

         Can't Prevent (Pre) 

    

1.66 .099 

 

 

Student 257 

 

3.58 .76 

   

 

Other 142 

 

3.43 .89 

   

         Not Competent to Help (Pre) 

    

1.18 .237 

 

 

Student 255 

 

3.30 .92 

   

 

Other 141 

 

3.42 .97 

   ________________________________________________________________________ 

Note.  Ѱ Equal variances not assumed statistics reported. 
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Table 5  

Means and Standard Deviations for Directly Raise Question, Directly Ask, Would 

Intervene, Confident Can Help, Can’t Prevent, and Not Competent to Help (Only Pre) by 

Gender   

 

 

    n M SD t p   

         Directly Raise Question (Pre)
 Ѱ

 

    

1.69 .095 

 

 

Male 67 

 

3.51 1.01 

   

 

Female 327 

 

3.73 .89 

   

         Directly Ask (Pre)
 Ѱ

 

    

.97 .335 

 

 

Male 68 

 

3.59 1.01 

   

 

Female 327 

 

3.70 .87 

   

         Would Intervene (Pre)
 Ѱ

 

    

.79 .429 

 

 

Male 68 

 

4.26 .68 

   

 

Female 326 

 

4.34 .69 

   

         Confident Can Help (Pre)
 Ѱ

 

    

.75 .456 

 

 

Male 68 

 

3.21 1.05 

   

 

Female 327 

 

3.11 .91 

   

         Can't Prevent (Pre)
 Ѱ

 

    

.30 .761 

 

 

Male 68 

 

3.56 .84 

   

 

Female 327 

 

3.53 .81 

   

         Not Competent to Help (Pre)
 Ѱ

 

    

.13 .895 

 

 

Male 67 

 

3.36 1.06 

   

 

Female  325 

 

3.34 .92 

               
  

Note.  Ѱ Equal variances not assumed statistics reported. 
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Table 6 

Means and Standard Deviations for Likelihood to Intervene and Perceived Self-Efficacy 

(Only Pre) by University Role 

 

________________________________________________________________________ 

    N M SD t p   

         Likelihood to Intervene (Pre) 

    

3.97 < .001 

 

 

Student 257 

 

3.81 .63 

   

 

Other 142 

 

4.08 .72 

   

         Perceived Self-Efficacy (Pre) 

    

.72 .473 

 

 

Student 257 

 

3.31 .69 

   

 

Other 142 

 

3.36 .73 

   

         _____________________________________________________________________ 

Note.  Ѱ Equal variances not assumed statistics reported. 
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Table 7  

Means and Standard Deviations for Likelihood to Intervene and Perceived Self-Efficacy 

(Only Pre) by Gender   

 

 

________________________________________________________________________ 

    N M SD t p   

         Likelihood to Intervene (Pre) 

    

1.52 .128 

 

 

Male 68 

 

3.79 .77 

   

 

Female 327 

 

3.92 .65 

   

         Perceived Self-Efficacy (Pre) 

    

.44 .658 

 

 

Male 68 

 

3.37 .75 

   

 

Female 327 

 

3.33 .70 

   

         _____________________________________________________________________ 

Note.  Ѱ Equal variances not assumed statistics reported. 
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Table 8 

Means and Standard Deviations for Likelihood to Intervene (Pre), Perceived Self-

Efficacy (Pre), Likelihood to Intervene (Post), Perceived Self-Efficacy (Post), Likelihood 

to Intervene (3 Mo.), and Perceived Self-Efficacy (3 Mo.) 

________________________________________________________________________ 

 

Pre   Post   3 Months   

       Likelihood to Intervene 3.90 

 

4.53 

 

4.38 

 

 

(.67) 

 

(.50) 

 

(.56) 

 

       Perceived Self-Efficacy 3.33 

 

4.07 

 

3.96 

 

 

(.71) 

 

(.66) 

 

(.64) 

 ________________________________________________________________________ 

Note.  For each measure, each time point is significantly different from all other time 

points.  For each time point, both measures are significantly different. 
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Table 9 

Means and Standard Deviations of Directly Raise Question, Directly Ask, Would 

Intervene, Confident Can Help, Can’t Prevent and Not Competent to Help at Pre, Post 

and Three-Month Follow-Up 

 

________________________________________________________________________ 

 

Pre   Post   3 Months   

       Directly Raise Question  3.69
a
 

 

4.45
b
 

 

4.21
c
 

 

 

(.92) 

 

(.60) 

 

(.74) 

 

       Directly Ask  3.67
a
 

 

4.45
b
 

 

4.22
c
 

 

 

(..90) 

 

(.62) 

 

(.73) 

        

Would Intervene  4.32
a
  4.68

b
  4.68

b
  

 (.69)  (.48)  (.53)  

       

Confident Can Help  3.14
a
  4.21

b
  4.04

c
  

 (.93)  (.63)  (.69)  

       

Can’t Prevent 3.51
a
  3.95

b
  3.83

c
  

   (.81)  (.95)  (.91)  

       

Not Competent to Help  3.34
a
  4.07

b
  4.00

b
  

 (.94)  (.90)  (.91)  

       

________________________________________________________________________ 

Note.  N= 383.  Row means with the same superscripts indicate insignificant differences.  

Column means with differences of .124 or greater indicate significant differences.  
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Role Play #1 (with College Student focus) 

Summary to read to role play partner 

You are 21 and a senior in college.  You will graduate at the end of this semester. You 

have been having conflict with your partner and they have suggested ”taking a break”. 

 

You are talking with one of your close friends. 

 

What your friend is not aware of: 

You have felt increasingly tired, irritable, lost ten pounds and quit the student 

group/club/team you used to really enjoy. 

You rarely call your friends anymore, preferring to be alone. 

Your GPA has dropped from 4.0-2.7 this semester. 

You and your father had a huge argument and almost came to blows this past 

week 

You are having thoughts of killing yourself by using your Dad’s gun. 

 

Before the end of the discussion say: “I want to leave my guitar with you.  I won’t need 

it anymore and I know you will take care of it.” 
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Role play # 2 (with College Student focus) 

Summary to read to role play partner  

You are struggling financially, rely on help from your family and your (single parent) 

mom was just laid off from her job.  The whole thing is very embarrassing to you.   

 

You are talking to one of your younger siblings after they have had you over for dinner.   

 

What your sibling doesn’t know: 

The stress of all this has served as a catalyst for increased anger and fights with 

friends. 

You were informed earlier today you were being evicted from your apartment 

because you didn’t cover the full rent last month and have no money to give to the 

apartment manager for this month. 

 You really appreciate all the support your sibling has shown you this past year. 

You are planning to kill yourself in a high-speed crash into a tree. 

 

Sometime during the conversation tell your brother/sister, “I don’t care about 

anything anymore….I’m gonna go for a drive.  Maybe I’ll see you tomorrow.” 
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Role play # 2 (with College Student focus) 

Summary to read to role play partner  

You are struggling financially, rely on help from your family and your (single parent) 

mom was just laid off from her job.  The whole thing is very embarrassing to you.   

 

You are talking to one of your younger siblings after they have had you over for dinner.   

 

What your sibling doesn’t know: 

The stress of all this has served as a catalyst for increased anger and fights with 

friends. 

You were informed earlier today you were being evicted from your apartment 

because you didn’t cover the full rent last month and have no money to give to the 

apartment manager for this month. 

 You really appreciate all the support your sibling has shown you this past year. 

You are planning to kill yourself in a high-speed crash into a tree. 

 

Sometime during the conversation tell your brother/sister, “I don’t care about 

anything anymore….I’m gonna go for a drive.  Maybe I’ll see you tomorrow.” 

 

 

 

 

 

 


